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ABSTRACT 
In the field of mental health, the biomedical idea of ‘clinical recovery’, 
emphasises treatment of symptoms with the aim of return to a former state 
of health. This concept has been challenged in modern times by a new 
approach referred to as ‘personal recovery’, developed by people with lived 
experience of mental illness. Personal recovery, focuses heavily on 
addressing the complex social challenges experienced by people with 
mental illness, assisting them to pursue their individual journey towards a 
satisfying life that may or may not include continued symptoms.  
   In response to increasing political advocacy by people with lived 
experience of mental illness, the concept of personal recovery has been 
incorporated into the government health policies of many countries during 
the past two decades. In this context, how to operationalise recovery-
oriented practice has become an important consideration for those who 
manage mental health services. Despite this, limited studies have 
investigated how recovery practices are implemented within individual 
services, such as psychosocial Clubhouses.  
   Psychosocial Clubhouses provide an internationally recognised 
approach to mental healthcare, delivering supported employment, 
educational and social programs. Informed by a meta-theory of human 
motivation known as self-determination theory (SDT), this qualitative case 
study explored how recovery practices are implemented within one 
Australian psychosocial Clubhouse. Research questions included: (a) How 
are recovery practices reflected in the documentation of a Clubhouse? (b) 
IX 
 
 
 
How are recovery practices embodied in the behaviours of staff within a 
Clubhouse? (c) How are recovery practices perceived as being 
implemented by the staff and members within a Clubhouse?  
   The first question was explored through a documentation review within 
the Clubhouse. Qualitative content analysis revealed recovery was well 
represented in Clubhouse documents, strongly reflecting principles such as 
‘collaboration’ and ‘participation’. The second and third questions were 
explored through one hundred and twenty hours of participant observation 
of six staff, and interviews with the same six staff, and twelve members. 
Data were analysed using thematic analysis which revealed two 
overarching themes. The first theme was ‘social environment’, which 
suggested a sense of community, participation and autonomy. The second 
overarching theme was ‘autonomy support’. This theme highlighted the 
absence of coercion and controlling practices within the Clubhouse. In 
contrast, individuality and personal choice were strongly promoted. This 
was achieved by encouraging self-expression, identifying talents and 
building confidence.  
   In contrast to traditional medical approaches, the psychosocial 
Clubhouse operationalised distinctly social and interpersonal approaches to 
implement recovery-oriented practice. Findings contribute constructive 
information regarding the utility of SDT in recovery focused research. The 
study also provides valuable insights for other mental health services 
interested in developing recovery-oriented practice. 
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CHAPTER 1: INTRODUCTION 
1.1 Introduction 
Mental illness is the world’s leading cause of disability  (Murray et al., 
2013). People with mental illness experience higher rates of chronic 
physical health and substance abuse problems than the general population 
(Happell et al, 2011; Hunt, Siegfried, Morley, Sitharthan, & Cleary, 2013). 
They also experience higher rates of unemployment (Harvey, Modini, 
Christensen, & Glozier, 2013), incarceration (Baksheev, Thomas, & Ogloff, 
2010)  and homelessness (Baggett, O'Connell, Singer, & Rigotti, 2010; 
Lawrence, Hafekost, Hull, Mitrou, & Zubrick, 2013).  
   Studies related to the financial cost of mental illness have suggested 
that in first world nations, total government spending on mental health is 
substantial. In Australia alone, mental health related government spending 
currently averages $14 billion per year (National Mental Health Commision, 
2014).  The main societal costs related to mental illness are due to lost 
productivity, caused by high unemployment and under-employment of 
people with mental illness, along with health service costs which commonly 
include inpatient hospital, criminal justice system and community based 
psychiatry costs (Kazdin & Blase, 2011). For example, the annual costs for 
a person who experiences psychosis in Australia comprise $40,941 in lost 
productivity, $21,714 in health sector costs and $14,642 in other costs. 
Overall this amounts to four times the cost in annual health expenditure for  
an average Australian adult (Neil, Carr, Mihalopoulos, Mackinnon, & 
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Morgan, 2014). Understanding how services can assist people to overcome 
the challenges associated with mental illness, is therefore an issue relevant 
not only to the wellbeing of individuals, but to the whole community. 
   The study reported in this thesis uses a qualitative case study design, 
to investigate how an Australian psychosocial Clubhouse, implements 
practices that assist people towards recovery from mental illness. 
1.2 Traditional approaches to understanding recovery 
A large amount of research has explored outcomes experienced by people 
with mental illness over the past one hundred years. Most of these studies 
have used an approach to understanding recovery developed by mental 
health professionals referred to as, ‘clinical recovery’ (Slade et al., 2012). 
This concept views mental illness as a health condition in need of clinical 
treatment. As such, in common with recovery from most physical illnesses, 
it anticipates that recovery should include a substantial reduction of 
symptoms and restoration of function in work and relationships. This 
conceptualisation has enabled researchers to measure recovery in terms of 
‘hard’ data, such as numbers of people who cease needing medication, 
avoid hospitalisation, or regain paid employment.  
   Studies that have used the concept of clinical recovery, suggest little 
improvement has been made in rates of recovery over the past one 
hundred years. For example, a recent meta-analysis which reviewed the 
results of fifty studies published between 1921 and 2010, suggested that 
just thirteen percent of people with schizophrenia experience recovery 
(Jääskeläinen et al., 2012). Despite the poor outcomes portrayed by such 
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research, people with a lived experience of mental illness (consumers), 
often have more hopeful stories to tell about their recovery journey.  
   As consumers have gained political influence during the past few 
decades, they have challenged the concept of clinical recovery and models 
of care that are overly focused on medical treatment (Ramon, 2007; 
Tondora, 2014). This has led to a review of how recovery from mental 
illness is understood (Harding, Brooks, Ashikaga, Strauss, & Breier, 1987; 
Leamy, Bird, Le Boutillier, Williams, & Slade, 2011). Consumers have 
developed a new way of explaining recovery, commonly referred to as 
‘personal recovery’.  
1.3 Personal recovery 
The concept of ‘personal recovery’ emerged from the consumer movement 
that developed in the second half of the 20th century, to advocate for the 
rights of people living with mental illness (Tondora, Miller, Slade, & 
Davidson, 2014). In their view, recovery was more about a personal 
developmental journey rather than just a health condition in need of clinical 
treatment (Jacobson & Curtis, 2000; Warner, 2010). There is no single 
definition of personal recovery, however one of the most commonly used 
explanations was written by Anthony (1993) who described it as:  
A deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills and/or roles. It is a way of living a 
satisfying, hopeful, and contributing life even with limitations caused 
by the illness. Recovery involves the development of new meaning 
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and purpose in one’s life as a person grows beyond the catastrophic 
effects of mental illness. (p. 15) 
 
Beginning with personal accounts of recovery journeys, published by 
people with a history of mental illness, such as Deegan (1988) and Leete 
(1989), a large body of writing has developed describing personal recovery. 
In 2011, Leamy and colleagues (2011) undertook a systematic literature 
review to identify experiences commonly associated with personal 
recovery. After screening over 5000 papers, the authors identified five 
processes common in personal recovery. They were, connectedness, hope 
and optimism, identity, meaning in life, and empowerment (Leamy et al., 
2011).  
   Not only have experiences associated with personal recovery been 
well explored, but the concept is increasingly incorporated into government 
mental health policies, including Australia’s current mental health plan 
(Australian Health Ministers Advisory Council, 2013). In order to better 
understand the sort of practices promoted in government guidelines, Le 
Boutlier and colleagues (2011) undertook a qualitative analysis of thirty 
recovery policy documents, from governments in England, Scotland, 
Ireland, Denmark, New Zealand and the United States. The study found 
that the policies promoted four common practice domains including, 
organisational commitment, supporting personally defined recovery, 
working relationship and promoting citizenship. Despite these findings, the 
authors concluded that a key challenge for mental health services is the 
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continued lack of clarity about what constitutes service level recovery-
oriented practice (Le Boutillier et al., 2011). This lack of clarity has 
remained an ongoing knowledge gap, with researchers such as Slade and 
colleagues (2015) observing that while government policy may promote the 
concept of personal recovery, evidence regarding how recovery practices 
are implemented within individual services is lacking.  
   This evidence gap is the important area of research that this case 
study addresses. Adopting a qualitative approach, it illuminates how an 
Australian psychosocial Clubhouse implements recovery-oriented practice. 
This study contributes new knowledge to the ongoing development of the 
Clubhouse involved and provides useful information for other mental health 
services interested in developing recovery-oriented practice. 
1.4 The origin and philosophy of the Clubhouse model 
The Clubhouse model originated from the activity of a small patient support 
group that began inside Rockland State Psychiatric Hospital, New York City 
in the 1940’s. Coordinated by Dr Hiram Johnson and a hospital volunteer, 
Mrs Elisabeth Schermerhorn, the group was named, ‘We Are Not Alone’ 
(WANA) (Robbins, 1954; Anderson, 1998). Once discharged, members of 
WANA continued to meet regularly to support one another. The group often 
used the steps of the New York State Library as a meeting place, until 
financial support was provided by wealthy local philanthropists (one of 
whom was Elisabeth Schermerhorn), to purchase a house to hold their 
meetings in. The house had a wall fountain in the backyard and the support 
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group decided to change its name from WANA to ‘Fountain House’ 
(Goertzel, Beard & Pilnick, 1960).  
   Activities within Fountain House did not originally follow any particular 
philosophy of health or social welfare. Rather, a philosophy of practice 
evolved, as participants reflected on activities that developed in response 
to the needs of the people involved (Beard, Propst, & Malamud, 1982). For 
example, the notion of a ‘Clubhouse’ stemmed from reference to the 
members of the original WANA support group. Active participants at 
Fountain House continued to refer to each other as ‘members’. The 
members then began to develop a philosophical explanation for the 
importance of this term. They felt it served to identify them, as being 
different from ‘recipients’ of healthcare, who are often referred to with titles 
such as ‘patients’ or ‘consumers’. Instead the term ‘members’ conveyed a 
strong sense of ownership and active involvement in the organisation 
(Beard et al, 1960; Pernice-Duca & Onaga, 2009).  
   The support offered within Fountain House soon gained a positive 
reputation and gathered momentum. In 1955, the group employed the 
social worker John Beard as executive director. Building on experiences he 
had learnt working in a hospital environment, Beard introduced structured 
work activities as core programs within Fountain House. He also began 
writing papers which described the practices of the organisation (Beard, 
Goertzel & Pearce, 1958; Beard, Pitt, Fisher, & Goertzel, 1963). As a result 
of Beard’s leadership and continued positive feedback from the local 
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community, in 1959 Fountain House received a large financial grant from 
the United States (US) government, to conduct a controlled research study. 
The study included 352 participants, with 274 in the ‘experimental’ Fountain 
House participant group and 78 people in a ‘treatment as usual’ control 
group. The results of the controlled study showed a 30% reduction in re-
hospitalization after two years, among people who were members of 
Fountain House (Beard, Pitt, Fisher, & Goertzel, 1963; Beard, Malamud, & 
Rossman, 1974). Several other financial grants followed and by 1980, 
Fountain House was commissioned by the US government to provide a 
national training program to other community based organisations 
throughout the USA (Clubhouse International 2016). 
   The Clubhouse approach has been cited as being a forerunner of 
modern recovery oriented conceptualisations of mental healthcare (Dudek 
& Aquila, 2012). Contemporary programs within Clubhouses are primarily 
focused on providing employment and social support. Both these activities 
regularly associated with lived experience of recovery (Warner, 2010). 
Today there are more than 300 Clubhouses operating in more than 30 
countries worldwide and many other services have been influenced by the 
model (Clubhouse International, 2016). This thesis reports a qualitative 
case study (Stake, 1995; Yin, 2009) that explored how recovery practices 
are implemented within one Australian Clubhouse. 
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1.5 Aim of the study 
The aim of this research was to explore how a psychosocial Clubhouse 
implements practices that promote recovery from mental illness. 
1.6 Research questions 
Specifically, the case study explored the following three questions: 
a. How are recovery practices reflected in the documentation of a 
Clubhouse? 
b. How are recovery practices embodied in the behaviours of staff 
within a Clubhouse? 
c. How are recovery practices perceived as being implemented by the 
staff and members within a Clubhouse? 
1.7 Significance of the study 
Contemporary research has often focused on specific programs within the 
Clubhouse model, for example Lipe and colleagues (2012) described a 
Clubhouse art program and Schonebaum and Boyd (2012) focused on a 
Clubhouse vocational employment program. While such studies render 
valuable insights regarding individual components of Clubhouses, they 
provide inadequate descriptions of whole services, leaving each 
Clubhouse, and the Clubhouse model open to false comparison (Killackey, 
Jackson, Gleeson, Hickie, & McGorry, 2006; Ritsner, 2011). A major 
significance of this case study, was that it explored implementation of 
recovery practices across all programs within a Clubhouse. The study 
provides findings from three important sources, documentation review, 
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observation of staff behaviour and interviews with Clubhouse members and 
staff. 
   Documentation within organisations represents meanings constructed 
from experiences, that can influence attitudes, expectations and actions 
(Prior, 2008). In theory, the documentation of a Clubhouse that is recovery-
oriented should convey concepts such as collaboration and self-
determination that support and promote a culture of recovery. Despite this, 
researchers have observed that documentation in mental health services 
often fails to articulate recovery-oriented practices (Cleary, Horsfall, 
O'Hara-Aarons, & Hunt, 2013; Hungerford, 2014; Tondora et al., 2014) and 
it has been unclear how recovery principles are represented in the 
documentation of psychosocial Clubhouses. This study’s review of 
documentation within a Clubhouse addresses this issue. 
   A variety of authors have developed measurement tools to evaluate 
recovery-oriented practice (Burgess, Pirkis, Coombs, & Rosen, 2011). In 
spite of this, instrument design has remained far ahead of routine practice 
and many such tools have yet to be widely utilised (Slade et al., 2015). It 
remains unclear how recovery practices are embodied in the routine 
behaviours of staff of most mental health services (Le Boutillier et al., 
2011). This case study provides observational findings about how recovery 
practices are embodied in the behaviours of staff within a psychosocial 
Clubhouse. 
   There has been a substantial body of work focused on understanding 
and measuring the recovery experiences of people with mental illness 
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(Sklar et al., 2013) Such research highlights the importance of exploring the 
perceptions of service consumers and staff. By providing findings from 
analyses of interviews with twelve members and six staff within a 
Clubhouse, this case study outlines the perceptions of Clubhouse 
participants, regarding how recovery practices are implemented.  
   Finally, the highly complex nature of frontline mental health services 
has made the implementation of recovery practices challenging to research 
(Burgess et al., 2011). This study provides valuable information about the 
utility of case study design, and about self-determination theory as a 
theoretical framework, for exploring recovery-oriented practice. 
1.8 Structure of the thesis 
The thesis is divided into 9 chapters. The current chapter introduces the 
research topic and its core concepts, including a brief outline of the concept 
of mental health recovery and the Clubhouse model of psychosocial 
rehabilitation. The questions this study sought to address, the significance 
of the research and the structure of the thesis are each addressed in turn.   
   Chapter 2 provides an overview of the Clubhouse model and its 
capacity to assist people with mental illness. The chapter uses a sample 
vignette (with all identifying information removed), and a survey of literature 
describing Clubhouses over the past fifteen years. Strengths of the model, 
some criticisms and contemporary research concerns are identified and 
discussed. This together with additional background literature on mental 
health recovery, forms the literature review chapter of the thesis. 
11 
 
 
   Chapter 3 addresses the challenge of identifying a theoretical 
framework to explore recovery-oriented practice within a Clubhouse and 
discusses the suitability of self-determination theory (SDT). A brief 
description of SDT and its philosophical background is provided. The 
relevance of SDT to healthcare is then outlined, followed by discussion 
regarding its potential to inform Clubhouse research.  
   Chapter 4 describes case study design, and considers its suitability for 
the evolving field of Clubhouse research. Firstly, an overview of case study 
design is provided. Then concepts related to the advantages and 
disadvantages of the design are discussed, drawing on a series of 
examples from previous case studies involving Clubhouses. Finally, 
considerations for applying quality case study design are outlined, in an 
effort to promote future research. 
   Chapter 5 outlines the methods used in this case study, including 
ethical concerns, data collection and analysis. Informed by SDT, the data 
collection included documentation review, participant observation and 
interviews, which provided information that contributes significant new 
knowledge about how recovery practices are implemented within an 
Australian Clubhouse. 
   Chapter 6 is the first of three findings chapters. It presents the findings 
from a documentation review that explored how recovery practices are 
reflected in the documentation within a Clubhouse. Some of the materials 
examined included, health promotion materials, policy and membership 
papers. Guided by the Recovery Promotion Fidelity Scale (RPFS) 
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(Armstrong & Steffen, 2009), data were subjected to directed qualitative 
content analysis. Overall, the documentation review revealed that the 
Clubhouse strongly presents recovery principles in its documentation. This 
finding is important in light of the role documents can play in influencing 
communication and behaviour in organisations. The findings connect to 
questions addressed in the next two chapters about how recovery 
principles were translated into practice within the Clubhouse.  
   Chapter 7 contains the first set of findings to emerge from participant 
observation and interviews within the Clubhouse. Thematic analysis of data 
from one hundred and twenty hours of participant observation of staff, and 
eighteen interviews with members and staff, identified ‘Social environment’ 
and ‘Autonomy support’, as the two overarching themes that described how 
recovery practices were implemented. In chapter 7, the theme of ‘Social 
environment’ and its three sub-themes, ‘community and consistency’, 
‘participation and opportunity’ and ‘respect and autonomy’ are discussed.  
   Chapter 8 presents the last findings to emerge from the research. The 
overarching theme of ‘Autonomy support’, also included three sub- themes. 
The first was ‘voice cultivating’, which referred to how members were 
encouraged to express and value their own perspectives. Next was ‘talent 
scouting’, which captured how members were engaged in work activities. 
Last was ‘confidence coaching’, which denoted how staff inspired and 
guided members towards recovery. 
   Finally, chapter 9 provides a discussion of the findings of this study in 
the context of modern mental healthcare. The chapter emphasises the 
13 
 
 
unique importance of this PhD thesis, because despite the Clubhouse 
model being popular internationally, there has been very little research 
exploring how recovery practices are implemented within individual 
Clubhouse’s. The implications and limitations of the case study are outlined 
and suggestions are made for further research. 
1.9 Conclusion 
This chapter has introduced the research study and the relevance of 
exploring how recovery-oriented practices are implemented within a 
psychosocial Clubhouse. The modern concept of mental health recovery, 
referred to as ‘personal recovery’ and the role of psychosocial Clubhouses, 
have been outlined. The research questions and the significance of study 
have been explained. In chapter 2, a survey of recent literature provides a 
fuller description of the Clubhouse model. 
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CHAPTER 2: LITERATURE REVIEW 
2.1 Introduction 
The aim of this chapter is to provide an overview of the Clubhouse model 
and its capacity to assist people with mental illness. It presents a published 
paper which uses a sample vignette (with all identifying information 
removed) and a survey of literature describing Clubhouses over the past 
fifteen years. Strengths of the model, some criticisms and contemporary 
research concerns are identified and discussed.  
2.2 Publication 
The following is from: 
   Raeburn, T., Halcomb, E., Walter, G., & Cleary, M. (2013). An 
overview of the Clubhouse model of psychiatric rehabilitation. Australasian 
Psychiatry, 21 (4), 376-378. 
 http://apy.sagepub.com/
Australasian Psychiatry
 http://apy.sagepub.com/content/21/4/376
The online version of this article can be found at:
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Emerging from recognition that medical treatment alone did not meet the complex needs of people with severe mental illness, the original clubhouse 
named “Fountain House” was established in 1948 by a 
group of ex patients from a New York psychiatric hos-
pital.1 The methods at Fountain House have since been 
developed into the “clubhouse model” of psychiat-
ric rehabilitation, which is currently used at over 300 
sites, across more than 27 countries worldwide,2 includ-
ing eight in Australia.3 The International Centre for 
Clubhouse Development website indicates there are four 
in Queensland, two in NSW, one in South Australia and 
one in Tasmania.3
While engaged in psychiatric rehabilitation, clubhouses 
have also been at the forefront of developing “recovery-
oriented services”.4 According to Oades et al., recovery-
focused mental health services often struggle to describe 
their model of care.5 The clubhouse model is an excep-
tion, with 36 clearly articulated accreditation standards 
guided by the following four core principles3:
1) A right to a place to come;
2) A right to meaningful work;
3) A right to meaningful relationships;
4) A right to a place to return.
Using a social franchise approach reliant on both govern-
ment and philanthropic funding, each clubhouse is 
organized as an independent center linked to Fountain 
House via a tri annual accreditation fee.2 Typically open 
Monday to Friday, modern clubhouses offer a broad range 
of programs designed to provide a safe environment, sup-
portive relationships and employment opportunities.6 
An overview of the clubhouse  
model of psychiatric rehabilitation
Toby Raeburn Nurse Practitioner, ROAM Communities Mental Health Nursing and PhD candidate School of  
Nursing & Midwifery, University of Western Sydney, Sydney, NSW, Australia
Elizabeth Halcomb Professor, Primary Health Care Nursing, School of Nursing & Midwifery & Indigenous Health, University 
of Wollongong, Wollongong, NSW, Australia
Garry Walter Professor of Child and Adolescent Psychiatry, University of Sydney, and Clinical Director, Child and  
Adolescent Mental Health Services, Northern Sydney Local Health District, Sydney, NSW, Australia
Michelle Cleary Associate Professor, Alice Lee Centre for Nursing Studies, Yong Loo Lin School of Medicine,  
National University of Singapore, Singapore
Abstract 
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The following vignette is used to illustrate some of the 
potential advantages of the model (all identifying infor-
mation has been removed).
Vignette: ‘Susan’ had a complex history including devel-
opmental disability, drug abuse and paranoid schizo-
phrenia. She was referred to a local clubhouse by her 
government disability support pension caseworker. 
Through regular involvement, she started to feel more 
comfortable in the setting, forming friendships and 
engaging in prevocational skills-building activities that 
boosted her confidence. With the encouragement of 
members and staff, she soon began spending 3–4 days 
per week at the clubhouse, reducing social isolation 
which improved her self-esteem.
Managing Susan’s symptoms of paranoia and auditory 
hallucinations remained challenging due to her poor 
organizational skills, lack of disposable income and 
impulsivity. Two years after commencement at the club-
house, her disability support pension caseworker was 
reviewing her file. She asked why Susan had been able to 
attend the clubhouse regularly but had been unable to 
find paid work in the competitive job market?
Overview
Like Susan, people seeking to overcome mental illness 
often cite improved social support as crucial to their 
recovery.7 In the clubhouse model, participants are 
referred to as “members” rather than patients or clients 
in an effort to engender shared ownership and involve-
ment. Pursuing a satisfying life is preeminent, with a 
strong emphasis on identifying personal strengths 
rather than focusing on clinical symptoms.8 Members 
commonly cite increased confidence, acceptance, 
empowerment and hope through the opportunity to 
engage in supportive relationships with others who 
share their experience.9 Alongside supportive relation-
ships, a wide range of rehabilitation programs are 
offered, typically including case management, social 
advocacy, housing assistance, psycho-educational and 
employment activities.2
Relevant to Susan’s involvement in confidence-building 
prevocational activities are the model’s employment pro-
grams, which have been shown to be effective in rand-
omized controlled trials.10,11 The model’s foundational 
prevocational program is an activity schedule referred to 
as “the work ordered day”.2 This follows the timetable of 
a typical working week, whereby instead of presenting 
for a time-limited appointment or therapeutic group, 
each day members are given the opportunity to work 
alongside paid staff. In this way, members build skills and 
relationships, while also assisting the function of the 
clubhouse, including reception and administration, meal 
preparation and building maintenance activities, etc.12
A second prevocational program offered by clubhouses 
is referred to as the “transitional employment program”. 
This provides short-term job placement positions 
brokered between individual clubhouses and local busi-
nesses, designed to provide a confidence-building step-
ping stone towards paid employment.10 Finally, the model 
provides a “supported employment program”, which 
offers assistance and ongoing support to acquire and 
maintain work in the competitive job market.8
The multifaceted nature of modern clubhouses appears 
to have made them challenging for researchers to study 
and describe with consistency.13 For example, the club-
house has been described as a “prevocational program”,14 
a “multi service program”,10 a “self help group”,15 and an 
“intentional recovery community”.16 The apparent risk 
is that descriptions which focus on discrete clubhouse 
programs without acknowledging their place within the 
model’s wider context may lead to unfounded appraisal 
and false comparison.17
While the model’s complexity has proved challenging 
for researchers, it appears to have been viewed as a 
strength by people with severe mental illness who “vote 
with their feet”, averaging a daily attendance exceeding 
160 participants per site at North American clubhouses.14 
Indeed, the model has proved so popular amongst con-
sumers and families in North America that it is now 
mandated in several states, and Hinden and colleagues 
suggest further programs should be developed through 
improved engagement and education of the children 
and families of members.15
Criticism
As suggested by Susan’s experience in the vignette, access-
ing regular psychiatric review is often challenging for 
people with complex mental illness.16 A major gap in the 
clubhouse model is its failure to provide consistent access 
to on-site psychiatry clinics. With a few notable excep-
tions in North America,8,18 this generally leaves members 
to organize their own access to psychiatric care.19 
Relevant is research demonstrating that improved access 
to psychiatry leads to improved life satisfaction and 
higher rates of paid employment.20 There appears to have 
been an attempt to remedy this situation in recent times, 
with proponents such as Aquila and colleagues writing 
enthusiastically about the importance of providing 
improved access to psychiatry for clubhouse members.18
Another criticism may be found in the literature on 
models of supported employment, such as the Individual 
Placement Support (IPS) program which is recognized 
for its fast job placement of people with mental illness 
and provision of long-term clinical support.21 These 
studies often focus on comparing the IPS program with 
clubhouse’s two prevocational programs. Similar to 
Susan’s experience with her center link officer, concern 
is expressed in this research that members may become 
overly reliant on the relationships and activities within 
clubhouses, breeding a form of institutional depend-
ence which compromising movement towards paid 
employment.21 If prevocational programs were all that 
clubhouses offered, then this criticism may be partly 
 at University of Western Sydney on July 19, 2014apy.sagepub.comDownloaded from 
17
Australasian Psychiatry 21(4)
378
valid (notwithstanding the literature supporting the 
clubhouse’s value in the employment area18). However, 
while IPS is clearly an employment-focused program, 
the clubhouse model has multiple foci, emphasizing 
provision of a safe environment, social networks, edu-
cational and employment opportunities.3
Implications and conclusion
The literature suggests that the modern clubhouse is a 
valuable model of psychiatric rehabilitation, providing a 
multifaceted mix of social, educational and employment 
programs that attract large numbers of people to over 
300 sites worldwide.2 Opportunities to improve the 
model exist, and one example is the inclusion of onsite 
psychiatry clinics.18
The model’s complexity provides a challenging mixture 
of programs to describe and evaluate.13 Due to their 
applicability in complex healthcare settings, mixed 
methodological research approaches might be useful in 
future.22 Broad service evaluation paradigms such as 
recovery-orientated service measurement tools capable 
of adequately grasping the complexity of the clubhouse 
model might also be worth considering.23
Disclosure
Toby Raeburn is the founder and CEO of ROAM Communities, a mental health nursing charity 
that has been influenced by the clubhouse model.
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2.3 Conclusion 
The literature used to outline the concept of mental health recovery in 
chapter 1 and the overview of the Clubhouse model in this chapter, have 
introduced the challenges of researching recovery practices in a 
psychosocial Clubhouse. Operating in countries throughout the world, 
Clubhouses are open to anyone with a history of mental illness and have a 
strong focus on vocational and supported employment programs. 
Experiences of social isolation are also reduced, through the opportunity to 
form social connections with others who share a lived experience of mental 
illness. 
   With one in five Australian adults experiencing mental illness every 
year, Australia’s National Mental Health Commission (2014) has highlighted 
the need for research focused on psychosocial rehabilitation and supported 
employment programs. Despite this, studies within Australian Clubhouses 
have been limited. Exploring how practices that assist people towards 
recovery are implemented within an Australian Clubhouse is therefore an 
important area of research. The theoretical framework chosen to guide this 
case study will be described in the next chapter. 
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CHAPTER 3: THEORETICAL FRAMEWORK 
3.1 Introduction 
With the increasing influence of recovery approaches in mental health, a 
challenge has been the identification of relevant theoretical frameworks to 
guide recovery-oriented research in services like Clubhouses. Frameworks 
capable of integrating concepts such as motivation, skills development, and 
supportive relationships have been identified as important (Mancini, 2008).  
   In this chapter the suitability of self-determination theory (SDT) is 
discussed. First, a brief description of SDT and its philosophical 
background is provided. The relevance of SDT to healthcare is then 
outlined followed by consideration of its applicability to Clubhouse research.  
3.2 Publication 
 
The following is from: 
   Raeburn, T., Schmied, V., Hungerford, C., & Cleary, M. (2015). Self-
determination theory: A framework for Clubhouse psychosocial 
rehabilitation research. Issues in Mental Health Nursing, 36(2), 145-151.
Issues in Mental Health Nursing, 36:145–151, 2015
Copyright © 2015 Informa Healthcare USA, Inc.
ISSN: 0161-2840 print / 1096-4673 online
DOI: 10.3109/01612840.2014.927544
Self-determination Theory: A Framework for Clubhouse
Psychosocial Rehabilitation Research
Toby Raeburn, Nurse Practitioner; Psychiatry (MA, ACMHN, Churchill Fellow)
ROAM Communities Mental Health Nursing and PhD candidate School of Nursing & Midwifery,
University of Western Sydney, Sydney, Australia
Virginia Schmied, RN, PhD
School of Nursing and Midwifery, University of Western Sydney, Sydney, Australia
Catherine Hungerford, RN, PhD
Disciplines of Nursing and Midwifery, Faculty of Health, University of Canberra, Australia
Michelle Cleary, RN, PhD
School of Nursing and Midwifery, University of Western Sydney, Australia
The Clubhouse model is a widely used approach to psychoso-
cial rehabilitation that has been a pioneer in supporting recovery-
oriented programmes. Little consideration has been given how-
ever, to the theories that guide research of the recovery practices
used by Clubhouses. In this paper, we provide a description of
self-determination theory, including its philosophical background
followed by explanation of its relevance to health care and Club-
house contexts. We argue that self-determination theory provides
a robust social constructionist theoretical framework that is well-
suited to informing research related to psychosocial rehabilitation,
recovery-oriented practices and the Clubhouse model.
INTRODUCTION
Recovery-oriented approaches to providing health care to
people with a mental illness are now an important means of pro-
viding consumer-centred services worldwide (Cleary, Horsfall,
O’Hara-Aarons, & Hunt, 2012; Hungerford & Kench, 2013).
The concept of ‘recovery’ in this context no longer refers to
traditional medical approaches focussed on the treatment of
clinical symptoms, but rather to services that support people,
as they negotiate the complex psychosocial challenges that so
often confound the efforts of people with mental illness to live a
satisfying life (Warner, 2004, 2010). The evolution of recovery-
oriented models of care has been strongly influenced by the
Address correspondence to Toby Raeburn, RN, MA, Nurse Prac-
titioner, PhD candidate School of Nursing & Midwifery, University
of Western Sydney, NSW, Australia. Post: ROAM Communities, PO
Box 154, Camden NSW, 2570, Australia. Tel: 0407608066. Email:
toby@roamcommunities.org.au
pioneering work of the Clubhouse model of psychosocial reha-
bilitation (Dudek & Aquila, 2012).
The original Clubhouse was started in New York towards the
end of the great depression in the late 1940s, by a group of people
with a history of psychiatric hospitalisation, in an effort to pro-
vide friendship and assistance to one another (Gregitis, Glacken,
Julian, & Underwood, 2010). In the modern era, the Club-
house model is now used by over 300 services, spread through-
out the globe, providing a well-developed range of psychoso-
cial programmes to people with mental illness (Warner, 2010).
Programmes include peer support, educational, health promo-
tion, vocational and supported employment activities (Raeburn,
Schmied, Hungerford, & Cleary, 2014).
The extensive use of the model and wide variety of pro-
grammes provided by Clubhouses internationally, highlights
the need to identify a theoretical framework to inform research
exploring how recovery-orientated practices are used by these
services (Anthony, Rogers, & Farkas, 2003). Mancini (2008)
has identified a strong link between recovery-oriented prac-
tices and the core propositions of self-determination theory. He
argues that self-determination theory provides a useful theo-
retical framework for researching recovery-oriented practices
within services. This paper draws on the literature related to
self-determination and argues that self-determination theory is
also a good fit for Clubhouse research.
As with all research, there is a need to explicate the theoret-
ical lens, through which Clubhouse research data is examined
and interpreted. Acknowledging the importance of theory may
provide an indication to other researchers, practitioners, policy-
makers and educators of how recommendations derived from
research can be best interpreted (Kosciulek & Merz, 2001).
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Indeed, the potential for a theoretical framework to affect the
findings of any research elevates the importance of theory in
research, including the central tenets and philosophical under-
pinnings of the theory.
SELF-DETERMINATION THEORY
Developed by Edward Deci and Richard Ryan (2000), self-
determination theory is a general theory of human motivation
focussed on how the relationship between social environment
and psychological motivation can affect the wellbeing of peo-
ple. The theory has been used to guide a wide range of stud-
ies, including but not limited to the fields of physical health
(Carroll, Fiscella, Epstein, Sanders, & Williams, 2012), edu-
cation (Standage, Duda, & Ntoumanis, 2005) and employment
(Gagne´ & Deci, 2005). Correlations between the principles of
self-determination theory with notions, such as psychological
capacity and social circumstance, suggest the theory may be
well suited to inform mental health research (Mancini, 2008).
The Principles that Frame Self-determination Theory
A central proposition of self-determination theory is the sug-
gestion that all people are born with three fundamental psycho-
logical needs: competence, autonomy and relatedness (Ryan
& Deci, 2000). Competence refers to people’s inherent desire
to feel capable of influencing the outcomes of their lives and
contributing to their community. Relatedness refers to people’s
need for satisfying and supportive relationships. Finally, auton-
omy is concerned with people’s freedom to make choices (Deci
& Ryan, 2012).
According to proponents of self-determination theory, peo-
ple have the potential to be either ‘a-motivated’, a state where
no motivation is present; ‘extrinsically motivated’, which in-
cludes involvement in an activity to obtain external rewards; or
‘intrinsically motivated’, which refers to activity undertaken to
satisfy a person’s core values or interests (Ryan & Deci, 2000).
Stages of motivation are thought to be strongly influenced by
how people interact with their social environment and the qual-
ity of their relationships (Kasser & Ryan, 1996). To exemplify,
a person with a learning disorder who has been unemployed for
over 5 years was referred to a pre-employment course by their
employment services provider. However, while the course was
heavily subsidised by the government making it affordable, it
required good reading skills and was full of people who had
been recently employed. Unsurprisingly, the person quickly de-
veloped feelings of a-motivation and this was reflected by poor
participation. Alternatively, if the same person with mental ill-
ness was offered a financial incentive to complete a reading
skills course they may experience extrinsic motivation linked
to the perceived financial benefit they might receive by com-
pleting the course. Finally, another person may be intrinsically
motivated to engage in voluntary work teaching reading skills
because they value altruism.
A core tenet of self-determination theory is that people will
involve themselves in activities and behaviours more if they
feel intrinsically motivated, thereby valuing their autonomy or
ability to choose (Deci, Koestner, & Ryan, 1999). As such, the
theory posits that the highest stage of motivation is intrinsic and
that the lowest stage is a-motivation. In-between these points
are various stages of extrinsic motivation. According to the
theory, the more a person’s behaviour progresses from being
driven by obvious extrinsic rewards towards the development
of autonomous, intrinsic motivation, the more they are likely
to engage in self-motivated behaviours, thereby increasing their
satisfaction with life (Stone, Deci, & Ryan, 2009). For example,
a person living with chronic or severe schizophrenia, who is
unemployed, socially isolated, and required by law to attend a
Clubhouse rehabilitation service 2 days per week, would have
lower motivation to maintain a treatment plan than a person with
the same illness who has a job, social supports and the freedom
to choose where and with whom he or she socialises.
The Philosophy Behind the Self-determination Theory
The philosophy behind the self-determination theory largely
stems from an assertion made by the Greek philosopher Aris-
totle (3–400 bc) that the final goal of all people’s thoughts and
behaviours, is the experience of happiness (Ryan & Deci, 2001).
According to Aristotle, there are two broad ways people can ex-
perience happiness. The first way involves the pursuit of good
character, which he referred to as ‘eudaimonic’ happiness. The
second way includes the pursuit of feelings of pleasure, which
he referred to as ‘hedonic’ happiness (Kashdan, Biswas-Diener,
& King, 2008).
Aristotle claimed that hedonic happiness was of less worth
than eudaimonic happiness because he observed that hedonic in-
terests, such as power and wealth, while useful, were generally
associated with temporary feelings that failed to provide lasting
happiness (Crisp, 2000). Furthermore, he maintained that when
too much emphasis was placed on experiencing feelings of plea-
sure, it could distract attention from the eudaimonic pursuit of
good character – thereby impeding lasting happiness (Ryan &
Deci, 2001).
In contrast, Aristotle posited that genuine, lasting happiness
can be achieved by engaging in persistent, virtuous behaviours,
which lead to the development of good character and genuine,
lasting happiness (Huta & Ryan, 2010). Shaped by the ancient
culture in which he lived, Aristotle’s ideas of virtues included
traits such as wisdom, courage, generosity and contemplation
(Kashdan et al., 2008). Interestingly, he also believed one of the
main impediments to the pursuit of virtue was poverty (Crisp,
2000). For example, he contended that a level of wealth, helpful
parental guidance and a good education were all required for
people to be able to pursue eudaimonic living. He further argued
that providing the social platform for a society with access to
such opportunities was the role of government (Crisp, 2000).
This assertion differed from the viewpoints of other ancient
philosophers, such as Buddha (Honderich, 2005) and Christ
(Ada˘mut¸, 2011), who both taught that human happiness had
little to do with wealth or the role of government.
22
A FRAMEWORK FOR CLUBHOUSE PSYCHOSOCIAL REHABILITATION RESEARCH 147
Self-determination theorists have developed a modern inter-
pretation of what it means to pursue eudaimonic living (Huta
& Ryan, 2010). Consistent with Aristotle, they promote the
idea that living a reflective life pursuing intrinsic values, such
as integrity and loving relationships, relies heavily on contex-
tual factors, such as the opportunity to live in a free society
that allows autonomous choice (Ryan & Deci, 2001). Empha-
sising the strong links between people’s levels of motivation
and their contextual circumstance, positions self-determination
theory within the social constructionist philosophical paradigm
(Gergen, 2011).
Social constructionism contends that human knowledge is
the result of society’s ever-changing interpretation of the world
around us (Christiansen, 2000). This philosophical approach
challenges the idea that purely rational, objective knowledge
exists, suggesting instead that knowledge actually arises from
processes related to ideology, interests and power (Conrad &
Barker, 2010). Gergen (2011) suggests that another reason to
view approaches such as self-determination theory as a social
constructionist paradigm is the wide variety of ways in which
language has been used to construct psychological concepts,
such as motivation, throughout history, by a range of people
and interest groups. For example, prominent theories, such as
Maslow’s hierarchy of needs (Sheldon, 2011); Pavlov’s classical
conditioning (VanElzakker, Dahlgren, Davis, Dubois, & Shin,
2013); and Skinner’s operant conditioning (Hahn, 2013), use
descriptive terms, such as ‘drives’, ‘behaviours’ and ‘needs’ to
describe motivation. In the same way, self-determination theory
promotes its own language to describe motivation, referring to
ideas, such as ‘psychological needs’, ‘autonomy’, ‘competency’
and ‘relatedness’ (Deci & Ryan, 2012). These differences high-
light the way in which the concepts are socially constructed
according to context, setting, situation and, by association, the-
oretical framework – and are discussed later in this paper.
The social constructionist approach that is inherent to social
determination theory has relevance to Clubhouse research be-
cause of the implications this type of philosophy has for how
mental illness and recovery are conceptualised (Gergen, 2011).
When researchers adopt a traditional positivist medical theoret-
ical framework, mental illness is viewed as a biological disease,
independent of time, place and person. Using a social construc-
tionist approach however, ideas regarding mental illness and
recovery are acknowledged as being connected to the meanings
and experiences attributed by social groups and cultural norms
(Conrad & Barker, 2010).
As a leading proponent of recovery-oriented services,
the Clubhouse model has strongly advocated for a re-
conceptualisation of the experience of mental illness in a way
that acknowledges the link between social forces and recovery
(Schiff, Coleman, & Miner, 2008). The Clubhouse model has
invented its own language to reflect this stance, referring to par-
ticipants as ‘members’ rather than patients or clients; and using
other terms, such as the ‘work ordered day’ or ‘transitional em-
ployment’ to refer to concepts which remain quite unique to the
Clubhouse environment (Anderson, 1998). By adopting a social
constructionist approach and focussing on the effect of context
on people’s motivation and behaviour, self-determination theory
is well-suited to Clubhouse research (Mancini, 2008). How this
theory has been applied in healthcare research and it relevance
to Clubhouse studies will now be described.
THE APPLICATION OF SELF-DETERMINATION THEORY
Self-determination theory, set within a social construction-
ist paradigm, provides an excellent framework to examine the
processes related to enabling a person to make choices. This is
because the key concepts of competence, autonomy and relat-
edness, which are central to the theory, together with notions
of motivation and context, support consideration of what fac-
tors are involved when people make choices. In the arena of
health care, links have been made between consumer-centred
approaches to health care and self-determination theory.
Relevance in Health-related Research
Self-determination theory has informed a wide variety of
health-related studies (Ng et al., 2012). For example, in mental
health, the theory has contributed to the development of the
psychological therapeutic approach, known as ‘motivational
interviewing’ (Markland, Ryan, Tobin, & Rollnick, 2005). It
has also begun to be referred to in positioning research related to
mental health recovery (Cook et al., 2012). Researchers study-
ing self-determination theory in health contexts have developed
the term ‘autonomy support’ to describe the role of health
practitioners in assisting consumers to transition towards greater
levels of motivated behaviour (Ryan, Patrick, Deci, & Williams,
2008).
Autonomy support suggests that practitioners adopt a person-
centred, motivational coaching approach, incorporating the per-
spectives of the person they are supporting into the interventions
that are planned (Ryan et al., 2008). Through the use of this
technique, information is provided to enable informed decision-
making by the person in need. This kind of practice is contrasted
with coercive, paternalistic or authoritarian approaches that have
been used in the past and serve to pressure the person into taking
a course of action that suits the health practitioner more than the
person in need (Barreira, Macias, Rodican, & Gold, 2008).
While the benefits of autonomy support include assisting the
person in need to self-determine, critics of the approach con-
tend that the concept of autonomy lacks relevance in many of
the world’s cultures (Chirkov, Ryan, Kim, & Kaplan, 2003). For
example, it has been argued that in many cultures, collectivist
values, such as conformity, family and social obligations, are
more important than individuality (Vansteenkiste, Zhou, Lens,
& Soenens, 2005). Self-determination theory researchers have
objected to this suggestion however, asserting that ideas re-
lated to autonomy differ substantially from notions of indi-
viduality because autonomy refers to the self-approval of a
person’s actions in the midst of community roles and values
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(Lynch, La Guardia, & Ryan, 2009). In short, if a person from a
collectivist culture is able to self-endorse their actions as part of
their community, they are autonomous beings.
Studies framed by self-determination theory have also been
used to research practice within healthcare organisations, such
as management techniques, workplace culture, organisational
change and productivity (Deci et al., 2001; Stone et al., 2009).
For example, findings from one study suggested that staff who
feel that their sense of autonomy is supported by management
are more likely to take initiative and work as a team, thereby
increasing productivity without any increase in monetary reward
(Stone et al., 2009). In the context of a mental health service,
such as a psycho-social Clubhouse, this kind of empowering
culture may hold potential to translate into higher participation
rates and improved recovery outcomes for people with mental
illness.
Relevance in the Clubhouse Context
As already noted, Clubhouses provide a broad range of pro-
grammes to support people with a history of mental illness,
inclusive of, social, educational, employment and health pro-
motion activities (Raeburn et al., 2013). These programmes are
consumer-centred, and rely heavily on the participation of mem-
bers (Dudek & Aquila, 2012; Pernice-Duca & Onaga, 2009).
The Clubhouse environment, then, shares much in common
with self-determination theory – in particular, an emphasis on
the social environment, and the attribution of meaning by the
social group to which the person belongs, regarding notions of
mental illness and recovery. In the sections that follow, three of
the core concepts of self-determination theory identified earlier
on in this paper – competency, relatedness and autonomy – are
considered in light of the Clubhouse model.
Competency
In self-determination theory, competency refers not only to
people’s vocational skills but more broadly to a sense of feel-
ing involved and able to influence life outcomes in the con-
text of community. In the same way, Clubhouse programmes
seek to empower people with mental illness with a wide variety
of communication and relationship building skills. At its heart
however, the Clubhouse model maintains its strongest emphasis
on employment preparation programmes that seek to build vo-
cational competency among members, thereby addressing the
high unemployment that faces people with mental illness world-
wide (Harvey, Modini, Christensen, & Glozier, 2013). The ac-
tivity schedule of each Clubhouse is organised around a daily
timetable called the ‘work ordered day’ (Norman, 2006). This
approach is designed to encourage and develop work skills in
members through engagement in vocational activities (Gregitis,
2010).
Using the structure of the work ordered day, Clubhouses
engage in at least two forms of teaching. First, they engage
members in a process of practical skills development by involv-
ing them in kitchen, clerical and maintenance tasks, which are
all part of the Clubhouses daily routine. Second, there is an
attempt to use language to teach subconscious messages – for
example, the concept of ‘work’ is promoted as a normal part
of daily activity through repeated messaging in key documents
related to ‘work units’ or the ‘work ordered day’ (Raeburn et al.,
2014). Similarly, Gregitis (2010) found that the vocational pro-
grammes within a Clubhouse provided a valuable platform that
both unemployed and employed members could derive a sense
of improved competency and wellbeing from.
In another study that examined the education programmes in-
side Clubhouses, Mowbray, Megivern, and Holter (2003) found
that practicing assertive communication and information gath-
ering provided an increased sense of competence in prepara-
tion for paid employment opportunities. To encourage partici-
pation in these programmes, course topics are designed from the
ideas of the Clubhouse members (Mowbray, Collins, Bellamy, &
Megivern, 2005). This inclusive approach, involving members
in the design of their own programmes, aligns with the con-
cept of relatedness that is a central tenet of self-determination
theory.
Relatedness
The notion of relatedness is also promoted by Clubhouse
language, which specifically refers to participants as ‘members’
rather than ‘patients’ or ‘clients’, thereby promoting a sense
of shared ownership and partnership with paid staff (Coniglio,
Hancock, & Ellis, 2010). Membership is voluntary, without time
limits and members are treated as equals with paid staff in
the day-to-day administration of Clubhouses (Aglen, Hedlund,
& Landstad, 2011). This approach stands in stark contrast to
the power relations of traditional psychiatric and psychological
services, where a participant is typically viewed as a weakened
patient in need of assistance from a clinician who is positioned
as having the power to heal (Conrad & Barker, 2010).
Relatedness is similarly promoted by the Clubhouse employ-
ment strategy of deliberately employing low numbers of paid
staff, thereby creating an environment where members need to
be relied upon to complete daily tasks (Norman, 2006). The
importance of understanding how relationships are experienced
within a Clubhouse (Williams, Barclay, & Schmied, 2004) was
explored by Coniglio et al. (2010), who observed that vocational
employment activities generated a sense of shared achievement
through doing which, along with social inclusion and inter-
dependency, provided positive relational experiences within a
Clubhouse. In another study that focussed on the experience of
Clubhouse members’ families, Scheyett, McCarthy, and Rausch
(2006) observed that Clubhouses often alleviate the family and
caregiver burden by assisting in improving relationships be-
tween Clubhouse members and their families. In summary, im-
proved relatedness among people who engage with Clubhouse
services has been found to improve their autonomy (Aquila,
Malamud, Aquila et al 2006).
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Autonomy
Traditional mandatory hospital and criminal justice services
have a background of treating people with severe mental illness
in stigmatising and coercive ways (Horsfall, Cleary, & Hunt,
2010). In contrast, the Clubhouse model provides a safe envi-
ronment and invites people to participate voluntarily, assisting
with identification and pursuit of social, educational and em-
ployment goals (Raeburn, Halcomb, Walter, & Cleary, 2013).
This approach reflects the concept of autonomy support, which
is central to self-determination theory (Ryan et al., 2008). Club-
house members have described their experience of recovery as
autonomous choices made possible by a mixture of their own
motivation and peer and paid staff member support (Herman,
Onaga, Pernice-Duca, Oh, & Ferguson, 2005).
As already noted, Clubhouses operate in over 30 countries
worldwide. For this reason, there are cross-cultural consider-
ations for the applicability of theoretical frameworks used to
inform Clubhouse research. There are precedents, however. For
example, the Swedish study of Norman (2006) highlights how
the supportive environment, employment programmes and so-
cial activities provided by Clubhouses enhance the autonomy
of members. Similarly, in a South Korean study undertaken by
Jung and Kim (2012), the findings indicated less stigma and
higher quality of life experienced by members of a Clubhouse
than among participants of a comparison programme. Moreover,
themes related to autonomy, such as being provided with the op-
portunity to assume responsibility, to make a contribution and to
build identity, were cited as crucial to facilitating recovery (Jung
& Kim, 2012). While autonomy has been identified by some as
an individualistic concept (Lynch et al., 2009), it has been shown
to be cross-culturally applicable, suggesting the applicability of
self-determination theory to Clubhouses worldwide.
IMPLICATIONS AND RECOMMENDATIONS FOR THE
FUTURE
Despite an international shift away from institutional-based
care to community treatment modalities, substantial social in-
equities continue to exist internationally that hamper the abil-
ity of people with mental illness to live autonomous, self-
determined lives (Mandiberg & Warner, 2013). For example,
in countries such as Australia and the USA, three times more
people with serious mental illness are unemployed than people
without mental illness (Harvey et al., 2013; Ramsay et al., 2011).
In addition, people with mental illness have double the chance
of experiencing comorbidities, such as substance use disorder
(Hunt, Siegfried, Morley, Sitharthan, & Cleary, 2013); incar-
ceration (Baillargeon, Binswanger, Penn, Williams, & Murray,
2009; Butler, Indig, Allnutt, & Mamoon, 2010); and home-
lessness (Australian Government, 2009; Baggett, O’Connell,
Singer, & Rigotti, 2010).
The Clubhouse model has been a pioneer of recovery-
orientated services, providing psycho-social programmes that
adopt a strong consumer-centred approach (Warner, 2010). If
services and policy-makers are to be adequately informed about
the practical implications of recovery-orientated practices, then
exploring how recovery practices are implemented by Club-
houses needs to be prioritised. Theoretical frameworks such
as self-determination theory that can guide such exploration,
are therefore highly relevant. Research on the way conditions
within Clubhouses either foster or undermine members’ com-
petence, relatedness and autonomy has great potential, because
it may contribute to knowledge about how service practices and
the design of service environments can optimise the chances of
recovery and wellbeing.
CONCLUSION
With the increasing influence of recovery approaches in
mental health, a challenge has been the identification of the-
oretical frameworks suitable to guide studies regarding how
recovery practices are implemented in services, such as Club-
houses. Frameworks incorporating concepts, including motiva-
tion, skills development and supportive relationships need to
be prioritised (Mancini, 2008). Self-determination theory ad-
dresses each of these ingredients through the prism of its three
core principles: competency, relatedness and autonomy.
By seeking to highlight the connections between people’s
psychological motivation and interaction with their social en-
vironment, self-determination theory resonates harmoniously
with the Clubhouse model. Clubhouse services adopt an in-
clusive, collaborative approach that embrace the idea of mental
health recovery, as a subjective process, heavily reliant on social
environment and supportive relationships. Self-determination
theory therefore has potential to inform research regarding the
role of social environment on the choices and behaviours of
Clubhouse members and how recovery practices are imple-
mented within Clubhouse services.
Declaration of Interest: The authors report no conflicts of
interest. The authors alone are responsible for the content and
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3.3 Conclusion 
This chapter has described  SDT as a theory of human motivation that 
seeks to address the relationship between psychological motivation and 
people’s interaction with their social environment. The principle of self-
determination, or people’s entitlement to freedom, social and democratic 
rights, has long been cited as fundamental to services efforts to facilitate 
mental health recovery. In spite of this, people who live with mental illness 
often struggle to experience self-determination. 
   Psychosocial Clubhouses adopt an inclusive approach to assisting 
people towards self-determination that promotes SDT’s three core 
principles, competence, relatedness and autonomy. SDT’s focus on the 
influence of environmental factors on people’s motivation and behaviour, 
makes it well suited to provide a theoretical framework for research within a 
psychosocial Clubhouse. In the following chapter the research design that 
was adopted to study recovery oriented practice within a psychosocial 
Clubhouse will be discussed. 
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CHAPTER 4: CASE STUDY DESIGN 
4.1 Introduction 
As described in previous chapters, Clubhouses are accessed by adults with 
a history of mental illness who have often experienced marginalisation and 
stigma (Jung & Kim, 2012). Exploring phenomena in such contexts, 
requires a study design that can enable in depth, but sensitive and 
respectful research to be undertaken. One common approach capable of 
meeting such challenges is case study design (Yin, 2009). 
   This chapter provides an overview of case study design and considers 
its suitability for psychosocial Clubhouse research. A description of case 
study design is provided. Concepts related to the advantages and 
disadvantages of case studies are discussed, drawing on a series of 
examples from previous research involving Clubhouses. Finally, 
considerations for applying quality case study design in Clubhouse settings 
are outlined, in an effort to promote future research in this field.  
4.2 Publication 
The following is from: 
   Raeburn, T., Schmied, V., Hungerford, C., Cleary, M. (2015). The 
contribution of case study design to supporting research on Clubhouse 
psychosocial rehabilitation. BMC Research Notes, 8 (1), 521. 
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Abstract 
Background: Psychosocial Clubhouses provide recovery-focused psychosocial rehabilitation to people with serious 
mental illness at over 300 sites in more than 30 countries worldwide. To deliver the services involved, Clubhouses 
employ a complex mix of theory, programs and relationships, with this complexity presenting a number of challenges 
to those undertaking Clubhouse research. This paper provides an overview of the usefulness of case study designs for 
Clubhouse researchers; and suggests ways in which the evaluation of Clubhouse models can be facilitated.
Results: The paper begins by providing a brief explanation of the Clubhouse model of psychosocial rehabilitation, 
and the need for ongoing evaluation of the services delivered. This explanation is followed by an introduction to case 
study design, with consideration given to the way in which case studies have been used in past Clubhouse research. 
It is posited that case study design provides a methodological framework that supports the analysis of either quan-
titative, qualitative or a mixture of both types of data to investigate complex phenomena in their everyday contexts, 
and thereby support the development of theory. As such, case study approaches to research are well suited to the 
Clubhouse environment. The paper concludes with recommendations for future Clubhouse researchers who choose 
to employ a case study design.
Conclusions: While the quality of case study research that explores Clubhouses has been variable in the past, if 
applied in a diligent manner, case study design has a valuable contribution to make in future Clubhouse research.
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Background
Established towards the end of the 1940′s, the Clubhouse 
model is one of the world’s oldest approaches to psycho-
social rehabilitation [1]. Popular worldwide, there are 
currently over 300 Clubhouses operating in more than 
30 countries [2]. People who attend Clubhouses typically 
have a history of serious mental illness and face a num-
ber of challenges, including those related to their physical 
health, social welfare and employment [3]. In response, 
Clubhouses provide a wide range of social, health, educa-
tional and employment support programs [2]. To encour-
age a sense of empowerment and belonging, participants 
in these programs are referred to as ‘members’ rather 
than ‘patients’ or ‘consumers’ [4].
Clubhouse members follow an activity schedule 
referred to as the ‘work ordered day’ [5], where they 
work alongside paid staff, often assuming lead roles and 
taking responsibility for all aspects involved in running 
the Clubhouse. By contributing in these proactive ways, 
members embrace opportunities to build confidence, 
friendships and skills, while also being encouraged to 
pursue educational and employment goals in the wider 
society [6]. Building on these activities, Clubhouse pro-
grams referred to as Transitional Employment Programs 
(TEP) are then tailored to support members who decide 
to seek work in the competitive job market [6].
Clubhouses have been at the forefront of advocacy 
for consumer centred, recovery-oriented practice [7, 8]. 
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Despite this, researching the complex nature of these ser-
vices has proved challenging [9, 10]. Clubhouse research 
is further complicated by the highly personalised and 
context-dependent ways that people experience mental 
health recovery [11]. Reflection on such challenges has 
led to long consideration of the research design that best 
supports the exploration and explanation of the way in 
which Clubhouses work to support recovery—that is, the 
‘recovery orientation’ of the Clubhouse model [12]. One 
research method with the potential to provide a rigorous 
framework for exploring phenomena within organisa-
tions such as the Clubhouse is case study design [13, 14].
Case study design typically uses multiple perspectives 
to facilitate the examination of a particular phenomenon 
in its natural context [15, 16]. While this may sound simi-
lar to the goal of many qualitative research approaches, 
case study design is different because it can be flexibly 
adapted as a framework that incorporates either quali-
tative, quantitative or a mixture of qualitative and quan-
titative research approaches [13]. Case study design is 
also unconstrained by a particular theoretical approach, 
meaning it can be pragmatically informed by or used to 
build or critique any theory related to the phenomena in 
question [17].
According to Tight [18], publications on the topic of 
case study from the past decade have been dominated by 
the work of two leading theorists, Yin [16] and Stake [19]. 
Yin [16] divides case studies into two broad groups. First, 
those that focus on an individual case, involving detailed 
exploration of either a person or an organisation. These 
are referred to as a ‘single case study’. Second, those that 
involve investigation of a group of cases for comparison 
and contrast are referred to as ‘multiple case studies’. Yin 
then makes a further division, categorising each case 
study as either exploratory, descriptive or explanatory.
Exploratory case studies are commonly pilot projects 
that seek to reveal what phenomena or theory exists 
within a field of interest. For example, a researcher inter-
ested in how services assist people with mental illness to 
achieve recovery, may seek to discover if there are any 
guiding recovery principals used by mental health ser-
vices. Such a study may uncover phenomena and/or the-
ory that can then lead to further investigation.
In contrast, descriptive case studies begin with a 
theory about a phenomena, and then seek to chronicle 
how the phenomena is displayed through the lens of 
those theoretical assumptions. For example, a descrip-
tive study may set out to elucidate how certain recovery 
principles are reflected in the practices of a Clubhouse. 
A risk with this type of case study is that the researcher 
may find  that the theory brought to the project is not 
applicable which, in turn, may lead to the need for fur-
ther exploratory work.
Finally, explanatory case studies seek to interpret why 
a particular phenomenon or theory has been revealed 
in the data. This approach is cited as being particularly 
useful in a multiple case study design, because pattern-
matching can be used. For example, a study may seek 
to explain why work seems to be important to the reha-
bilitation of people with mental illness at three different 
Clubhouses located across a variety of cultural contexts 
[16].
For Stake [19], case study design is focused on the 
exploration of a case and refining or revealing related 
concepts. Stake [19] divides case studies into intrin-
sic, instrumental or collective designs. Intrinsic design 
is used when researchers have a particular interest in 
improving their understanding of a phenomenon. This 
method is described as being primarily aimed at explor-
ing rather than understanding theoretical constructs. In 
contrast, instrumental design refers to those case studies 
that seek to elucidate phenomena and test or strengthen 
theory. With this approach, the case and its context 
are studied in depth to facilitate deep understanding 
of a concept. Finally, collective case studies include any 
study involving more than one case, similar to Yin’s [16] 
description of ‘multiple case design’.
Consideration of the explanations provided by Yin 
[16] and Stake [19] suggest that case study may be 
described as a flexible research design that may uti-
lize either qualitative, quantitative or a mixture of 
both types of data, to illuminate, elucidate or interpret 
phenomena in their everyday context and support the 
development of theory. This definition is important in 
this paper because it provides a framework for consider-
ing case study design in relation to Clubhouse research. 
For example, while several studies have described peo-
ple’s subjective experience of recovery in psychoso-
cial Clubhouses [11], there has been limited research 
exploring the way Clubhouses implement recovery-ori-
ented practices. In this paper we review how case study 
research has contributed to the field of Clubhouse psy-
chosocial rehabilitation.
Method
Initially, this paper was conceived as an integrative litera-
ture review that examined the published case studies that 
have contributed to Clubhouse research. An electronic 
literature search was conducted seeking to identify full 
text peer reviewed journal articles written in English and 
published between 1960 and January 2015. The papers 
were required to refer to themselves as a ‘case study’ 
or derivative, and to have a focus on a Clubhouse or 
Fountain House. The search term ‘Fountain House’ was 
included because, as the name of the original Clubhouse, 
this term is popular in Clubhouse related literature.
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The search terms, “case stud*” AND “clubhouse” OR 
“fountain house” were combined across three databases, 
leading to initial identification of 41 papers from Psy-
cINFO, 20 from CINAHL and 16 from Proquest Social 
Science Journals. Reference lists were checked for other 
relevant papers, then following article screening and 
removal of duplicates, five papers were identified as rel-
evant to the review [20–24]. All based in North America, 
the five articles were all published more than a decade 
ago, with one published as early as 1960.
The quality of each paper was initially assessed by the 
Chief Investigator (TR), using the Critical Skills Appraisal 
Program (CASP) [25]. CASP posits there are three broad 
issues that should be considered when appraising qualita-
tive research, these are;
  • Are study results valid?
  • What are the results?
  • Will the results help locally? [25]
A ten question, three point scale was used to assess for 
validity, results and relevance. CASP ratings and notes 
were reviewed by all authors. The assessment was prob-
lematic however, as the majority of papers identified had 
been published in an era when diligent approaches to case 
study research and reporting (such as ethics approval) 
were often not applied. The consensus view amongst the 
authors was that this small sample of case studies could 
not bear the scrutiny of modern analytical techniques as 
part of an integrative literature review. Despite this, the 
results did provide useful information regarding the use 
of case study design in Clubhouse research, including 
the advantages and disadvantages. In turn, this prompts 
a variety of considerations for researchers who may con-
sider using case study design in Clubhouse settings in 
future, with these considerations outlined in the results 
and discussion section presented below.
Results and discussion
Advantages and disadvantages of case study design 
in Clubhouse research
In common with qualitative research approaches such as 
ethnography, an emphasis on studying phenomena in its 
natural context means case study design incorporates the 
perspectives of participants who may come from vulner-
able and voiceless groups in society [26]. For this reason, 
case studies have often been used to provide a framework 
to critique oppression and question social norms [27]. 
This suggestion was exemplified in the earliest evidence 
of a published Clubhouse case study, a paper by Goertzel 
et  al. [22] published in 1960 that described the original 
Clubhouse in New York City during its early development. 
Using multiple data sources, the paper provided a rich 
description of the theoretical orientation, history, facili-
ties, staff, volunteers, membership and programs available 
[22]. The research is important because it was written in 
an era when society held stigmatizing attitudes towards 
people with serious mental illness, who often spent their 
lives in custodial psychiatric institutions [28, 29]. The 
paper by Goertzel et al. [22] conveyed ideas ahead of its 
time regarding the importance of involving people with a 
lived experience of mental illness in the development and 
delivery of mental health services. This case study, then, 
provides evidence of the early role that Clubhouses played 
in advocating for recovery-oriented models of mental 
health care.
Another advantage of case study design is the way in 
which it can be flexibly adapted to incorporate a mixture 
of qualitative and quantitative methods, as promoted by 
researchers such as Creswell [26, 30]. An example of a 
mixed methods case study was conducted by Boll [20], 
who undertook a case study of a Clubhouse in New Jersey 
to explore the phenomena of empowerment among Club-
house members involved in a service evaluation. Using a 
combination of quantitative and qualitative data collec-
tion methods, including survey questionnaires, participant 
observation, and individual interviews, the study found 
that researching Clubhouse members within the regular 
Clubhouse environment led to benefits such as enhanced 
engagement with new members and improved program 
quality [20].
A final advantage of undertaking case study research 
relates to the way in which it can support the testing of 
connections between theory and phenomena [31]. This 
characteristic was demonstrated in a Clubhouse case 
study conducted by Cowell et al. [24]. The study explored 
the concept of ‘function cost’, a theory designed to 
explain the financial cost to services that utilize co-pro-
duction, where consumers are involved in both delivery 
and receipt of services. The boundaries in the study were 
difficult to ascertain because Clubhouse members were 
involved in the provision of tasks normally delivered 
by paid staff in hospital-based services. The research-
ers addressed this dilemma pragmatically by using two 
standardised research scales to collect separate financial 
data about costs associated with paid staff and voluntary 
labour invested in activities. Results from the study sug-
gested that the concept of ‘function cost’ may provide a 
way to explain the financial costs of Clubhouse programs 
utilising co-production practices [24].
As is evident from the above examples drawn from 
Clubhouse research, there is no standardised way to 
apply case study design. Instead, this flexible approach 
offers researchers the opportunity to select from a vari-
ety of methods and data collection techniques to ensure 
a ‘best fit’ for the case in question. As with any style of 
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research however, case study design also has some 
disadvantages.
One of the most commonly cited disadvantages of case 
studies is that findings can lack generalizability [15, 16]. 
This suggestion, along with arguments that case studies 
lack scientific credibility because replication is difficult, 
has led to research regulators such as Australia’s National 
Health and Medical Research Council (NHMRC) [32] 
ranking case study as the lowest form of credible research 
design. Following scientific convention, the NHMRC [32] 
has ranked the quality of the designs of research, with 
some designs posited as producing more rigorous evi-
dence than other research designs. For example when 
evaluating the effectiveness of an intervention, a Ran-
domised Controlled Trial (RCT) is regarded as providing 
the most reliable evidence [33].
The NHMRC [32] suggests that the processes inte-
gral to RCTs minimize the risk of confounding factors 
and highlight that internal validity is generally stronger 
in randomized control trials. However external validity 
can be stronger in multiple case study designs, and can 
be weak in randomized control trials. Such weaknesses in 
RCT design have been exposed in a number of systematic 
reviews and secondary analyses. For example, Hunt, Sieg-
fried, Morley, Sitharthan and Cleary [34] completed a 
Cochrane review of psychosocial interventions for people 
with serious mental illness examining 32 RCTs. Contrary 
to the view that RCTs provide a rigorous, dependable 
research design, the authors reported substantial difficul-
ties with skewed data, risk of bias, poor trial methods, 
small sample sizes, low event rates and wide confidence 
intervals [34]. In another example related to Clubhouse 
employment programs, Johnsen et  al. [35] conducted a 
secondary analysis of a multisite RCT and found that a 
limited definition of ‘competitive employment’ and vari-
ability in ‘control’ conditions, across sites, led to skewed 
findings. Johnsen et  al. [35, 36] together with other 
researchers, have gone on to observe that these kinds of 
variation in definition and control conditions in RCTs 
have led to substantial inconsistencies in research of 
employment services for people with serious mental 
illness.
Responding to criticism of case study design, theo-
rists such as Yin [16] have suggested that generalisation 
of findings from case studies should focus on assess-
ing the efficacy of theoretical constructs, rather than on 
the transferability of statistics. As mentioned previously, 
such a focus on theoretical concepts was exemplified in a 
case study by Cowell et al. [24], which explored the use-
fulness of the ‘function cost’ concept. Stake [19] has also 
argued that case study findings can be transferable, but 
from a different point of view. He suggests that readers 
can normally relate to the findings of case studies, which 
facilitate a kind of generalised understanding of phenom-
ena [19]. For example, Jacobs used a case study design 
to provide an illuminating description of the challenges 
associated with improving access to psychiatry for mem-
bers at a Clubhouse [23].
In contrast to his strong advocacy for the efficacy of 
case study design, one disadvantage observed by Yin 
[37] is that case study researchers can lack discipline, 
sometimes allowing detailed description and illustra-
tive quotes to dominate findings. According to Yin, this 
is often at the expense of detailed accounts of research 
design procedures such as ethics, data collection and 
analytic procedures. An interesting technical point con-
sistent across the five papers identified in this review was 
the lack of clarity regarding ethics and consent [20–24]. 
For example, Asmussen et  al. [21] completed an inter-
esting case study of a Clubhouse outreach program for 
homeless people, but failed to include any reference to 
ethical considerations.
In an effort to promote quality case study research, the-
orists such as Feagin [38], Yin [16] and Stake [39] have 
sought to develop protocols and structures for applying 
case studies. The following section will outline some con-
siderations for effective application of case study design 
in future Clubhouse research.
Considerations for conducting case studies in Clubhouse 
settings
Assuming that a research question has been identified 
and that the researchers’ choice of case study design is 
driven by a desire to explore a phenomenon in depth 
in its everyday context, the next logical step is to iden-
tify whether the case best fits a single or multiple case 
design [16]. Single-case design may be a suitable choice 
if the case displays particular uniqueness—for example, 
a study into the unique cultural experience of needing 
to ‘save face’ experienced by members of a Hong Kong 
Clubhouse [40]; or the development of an innovative 
program integrating a psychiatry clinic into a Club-
house [41]. A single case approach may also be useful 
for a study that has limited time and access to resources, 
such as a student undertaking higher degree studies that 
involve a research project. It is important at the outset 
that the researcher is clear about how findings will be 
analysed, and compared to or tested against a theoretical 
paradigm [19].
Alternatively, multiple-case design may work well 
in situations where there are several similar cases that can 
provide pathways for replication and comparison [39]. 
Replicating a case study in this way would then present 
the opportunity for pattern-matching, a technique that 
links several pieces of information from the same case to 
a theoretical proposition, thereby enhancing the rigour of 
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findings and generalizability of theory [42]. For example, 
research providing theoretical observations about the 
Clubhouse’s supported employment programs might be 
strengthened by using a multiple case study design that 
includes Clubhouses of different sizes across a variety of 
cultures. This could then potentially enable generalisa-
tion of findings to the Clubhouse model as a whole.
Following the identification of whether a single or 
multiple case study is best suited to a research question, 
Yin [16] contends that a structured approach to design 
should be taken to ensure quality and exploratory power 
in case study research. He suggests that case study design 
should include:
  • An overview of the case study project citing objec-
tives, issues and background.
  • Written field procedures describing research location 
and access to data.
  • Identification of research questions to be focused on 
during data collection.
  • A reporting guide outlining a general format for the 
report.
By employing such points as a guide, then, research-
ers will support consistency across case study research 
undertaken in a Clubhouse context.
Common data sources include but are not limited 
to, documentation, archival records, interviews, direct 
observation, participant observation and physical objects 
[16]. While no individual source should be consid-
ered better than another, the rationale for using several 
sources of data is the triangulation of evidence. Triangu-
lation provides checks and balances for the reliability of 
data collection [43]. For example, data drawn from par-
ticipant observation and interviews could be used to cor-
roborate the meaning and application of data revealed 
through review of a Clubhouse’s documentation.
Conducting research in any service for people living 
with mental illness requires special sensitivity [44]. To 
encourage empowerment and guard against any poten-
tial harm to participants the Clubhouse model has a 
strong commitment to the co-production of research 
with members regularly encouraged to ask questions and 
share points of view [45]. With this in mind, a collabora-
tive approach should be planned, actioned and reflected 
upon when conducting any Clubhouse case study.
A further consideration is promoting quality men-
tal health research. People with serious mental illness 
often experience stigma and marginalization, and so 
it is important that research does not perpetuate this 
[44]. Developing a strong evidence base is crucial how-
ever, and within fields of mental health research there is 
robust debate regarding the merits and weaknesses of 
the different research paradigms [44]. Regardless of what 
approach is taken, consumers must be positioned at the 
centre of any mental health research—and genuine con-
sultation with stakeholders is essential, including respect-
ful processes, as well as ethical behaviours and practices, 
to ensure that research contributes to the nature, quality 
and the validity of the data gained [46].
Evaluation of case study designs may be conducted in 
a number of ways. As mentioned previously, the CASP 
[25] provides a ten point tool for systematic consid-
eration of study design, results, validity and relevance. 
Alternatively, Popay’s [47] method of appraisal places 
a high value on studies that validate the expertise of 
consumers of healthcare and the theoretical general-
izability of findings. Using this appraisal method, the 
research is rated as ‘thin’ if there is little consideration 
of consumer insights, limited explanation, and low rel-
evance for generalization. On the other hand, studies 
are considered ‘thick’ if they lend weight to consumer 
descriptions, including detailed description of phenom-
ena; and show potential for generalizability [48]. Much 
of the data found in older Clubhouse research, struggles 
to find relevance when tools like CASP [25] and Popay’s 
[47] approach are applied. While this does not diminish 
the value of early research, as the Clubhouse model con-
tinues to evolve, appraisal tools may provide substantial 
benefit for evaluating and improving the quality of mod-
ern Clubhouse case studies.
Conclusion
Psychosocial Clubhouses serve some of the most vulner-
able and marginalised people in society. The Clubhouse 
model has become an internationally regarded provider 
of consumer-centred recovery-focused psychosocial 
rehabilitation [7, 11, 49]. With these considerations in 
mind, there is high need for research designs capable of 
exploring and describing how Clubhouses implement 
recovery practices.
This paper has identified case study design as a flex-
ible research design that may utilize either qualitative, 
quantitative or a mixture of both types of data, to illu-
minate, elucidate or interpret phenomena in their every-
day context and support the development of theory. As 
health science continues to evolve, case study design can 
provide a flexible framework for exploring the complex 
challenges presented by multidimensional mental health 
services like Clubhouses. Case study design enables con-
sumers to play a central role in the development, imple-
mentation, analysis and synthesis of research. It also 
supports the conduct of genuine consultation with stake-
holders, including respectful processes, ethical behav-
iours and practices to ensure the quality and validity of 
data gained.
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4.3 Conclusion 
Case study design is a research approach that can be especially useful in 
situations where boundaries between a phenomenon and its context are 
unclear. This consideration is relevant when researching psychosocial 
Clubhouses because they have a high reliance on the involvement of 
people with lived experience of mental illness, who work in partnership with 
staff, to deliver a wide range of interconnected programs. Past examples of 
case studies reviewed in this chapter, have used designs of varying quality 
to explore and explain a variety of phenomena within Clubhouses.  
   Overall, case study design is highly relevant to Clubhouse research, 
as long as thorough technical and theoretical considerations such as 
design, data collection and context are taken into account. When applied in 
a disciplined way, case study design has the potential to facilitate 
understanding of practices within Clubhouses and may also be useful for 
testing and developing theory. The next chapter will describe the methods 
used to conduct this case study.  
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CHAPTER 5: METHODS 
5.1 Introduction 
The opening chapter outlined the modern concept of mental health 
recovery as a highly personal process, often influenced by social context. It 
also provided a brief historical sketch of the origins of the Clubhouse 
model. In chapter 2 an overview of the Clubhouse model and its core 
programs, the work ordered day, transitional employment support and 
supported employment was provided. The relevance of such programs to 
recovery, were considered in relation to a case vignette. Chapter 3 
provided a description of self-determination theory (SDT) (Deci and Ryan, 
2012), outlining its philosophical background and potential as a theoretical 
framework for Clubhouse research. In chapter 4 the value of qualitative 
case study design was addressed (Stake, 1995; Yin, 2009). Strengths and 
weaknesses of case study design in Clubhouse research were identified 
and important issues for future case studies to consider were highlighted. 
    This chapter begins by identifying the questions researched in this 
study. A brief review of the theoretical framework provided by SDT, 
precedes a concise description of qualitative case study design. Important 
ethical considerations for working with people who have a lived experience 
of mental illness are addressed, followed by a description of the two 
phases of data collection and analyses.  
   In phase 1, a documentation review using directed qualitative content 
analysis was undertaken, investigating how recovery practices were 
represented in documentation (reported in Chapter 6). Phase 2 involved 
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participant observation focused on staff behavior, and interviews which 
gathered the perceptions of Clubhouse members and staff. Phase two data 
were assessed using theoretical thematic analyses (reported in Chapters 7 
and 8). Whether studying documentation, behaviours and perceptions 
within the Clubhouse, qualitative methods facilitated collection and 
analyses of rich, detailed information that elucidated how recovery 
practices were implemented. 
   As the overview of the Clubhouse model in chapter 2 outlined, 
psychosocial Clubhouse’s provide a wide variety of employment, education 
and social programs. This meant the study had potential to be extremely 
broad. It was therefore important to focus the research questions, so that 
the study would not lose depth.  
5.2 Research questions 
The central research question this study sought to address was: How does 
a psychosocial Clubhouse implement practices that promote recovery from 
mental illness? 
Specifically, the study explored the following three sub questions: 
a. How are recovery practices reflected in the documentation of a 
Clubhouse? 
b. How are recovery practices embodied in the behaviours of staff 
within a Clubhouse? 
c. How are recovery practices perceived as being implemented by staff 
and members within a Clubhouse? 
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5.3 Self-determination theory 
As previously discussed in chapter 3, SDT (Deci & Ryan, 2012), has strong 
potential to inform recovery-oriented research (Mancini, 2008). SDT 
postulates that humanity not only has physical needs, such as water, food 
and shelter, but also has three fundamental psychological needs. 
According to SDT these psychological needs are: autonomy, which refers 
to people’s need for a sense of freedom and choice; competency, which is 
described as the desire to contribute to society; and relatedness, which 
refers to the need for supportive relationships (Deci & Ryan, 2012). With its 
focus on the connections between peoples psychological wellbeing and 
their environment, SDT is well suited as a framework for psychosocial 
Clubhouse research. 
5.4 Research design 
Case study design (Chapter 4), is a commonly used strategy for exploring 
phenomena within organisations (Luck, Jackson, & Usher, 2006). Drawing 
on a variety of data sources, case studies have been used to explore 
services of varying size and complexity, ranging from small groups through 
to multi-site organisations or even whole communities (Gerring, 2004). 
Case studies tend to be pragmatic in their approach, commonly adapting 
data collection methods to suit the research question and context of the 
case (Verschuren, 2003). 
 As discussed in detail in Chapter 4, using multiple sources of 
information is essential for conducting a reliable case study. Yin (2009) 
describes six commonly used case study data sources including, 
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documentation, archival records, interviews, direct observation, participant 
observation, and physical artefacts. Of these sources, this case study used 
three: documentation, interviews and participant observation. Each source 
was chosen due to its ability to provide a different angle or perspective, 
regarding how recovery practices were implemented within the Clubhouse. 
Another important consideration was the accessibility of sources, this was 
negotiated through a two phase process between the researcher and the 
Clubhouse involved institutional and individual consent (see sections 5.8 
and 5.9). All data were collected from within the natural, everyday 
environment of the Clubhouse. A description of the setting is outlined 
below. 
5.5 Setting 
The case study took place at a Clubhouse located in a metropolitan suburb 
of Australia. Housed in an open plan building, the Clubhouse employs a 
team of six staff, who work with twenty-sixty Clubhouse members per day. 
Open during business hours, programs run from 0900hrs-1700hrs, five 
days per week, with occasional social and health promotion programs 
scheduled on evenings and weekends. Access to membership of the 
Clubhouse is open to anyone over the age of eighteen, with a history of 
mental illness. Engagement in all activities is free of charge, funded by a 
mixture of government grants, philanthropic foundations and private 
donations.  
   Programs include educational, social and vocational work activities 
that facilitate member’s involvement in all tasks required to run the 
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Clubhouse. Regular activities include but are not limited to, administration, 
meal preparation, building and garden maintenance, website development, 
writing health promotion material and grant applications.  
5.6 Ethics 
The Clubhouse model has a strong commitment to the involvement of 
Clubhouse members in research (Mowbray, Lewandowski, Holter, & 
Bybee, 2006). Members are regularly encouraged to ask questions and 
share points of view. In response to this inclusive concept, the researcher 
consulted closely with the Clubhouse director, staff and members, in order 
to ensure that all research activity was conducted in ways that respectfully 
aligned with Clubhouse expectations of member involvement  (Horsfall, 
Cleary, Walter, & Hunt, 2007; Mowbray et al., 2006).  
5.6.1 University ethics approvals 
Prior to commencement of data collection, two separate human research 
ethics approvals were secured from Western Sydney University. The first, 
for the documentation review, was secured in 2013 (University ethics 
approval number H10375, see appendix 1). The second, for participant 
observation and interviews, was approved in 2014 (University approval 
number H10711, see appendix 2). 
5.6.2 Data storage, management and confidentiality 
The study followed guidelines outlined in the Australian Code for the 
Responsible Conduct of Research (NHMRC, 2007). All data were coded, 
de-identified, and only pseudonyms used in presentation of findings. All 
study data has been stored in locked filing cabinets and identifying 
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information is kept separately from coded data. Information will be stored 
for a period of five years following publication of findings, at that time 
electronic files will be permanently destroyed and paper copies shredded.  
5.6.3 Vulnerable population considerations 
Conducting ethical research among people with lived experience of mental 
illness, such as members of a Clubhouse, requires special sensitivity, 
because people with mental illness have often been treated in 
disempowering and stigmatising ways (Schomerus et al., 2012). With this 
in mind, all study information sheets and consent forms were written in 
clear and simple language (See appendix 4) and the option of withdrawal 
from the study at any time, without penalty or adverse consequences, was 
clearly stated. 
   Care was also taken to conduct interviews in a sensitive and 
respectful manner. The use of interviews for research, has the potential to 
prompt study participants to revisit memories and express perspectives that 
may have a powerful experience, running the risk of threatening their 
wellbeing (Patton, 2005). This is because, as memories are recalled, their 
attributed meaning may be distressing, although likely no more distressing 
than talking about these experiences with peers. On the other hand, the 
interview process had the potential to have a beneficial effect for 
participants, by providing opportunity for them to reflect critically on their 
experiences (Liamputtong, 2006).  
   Given the potential for discomfort during interviews, participants were 
provided with choice of a safe, private room either inside or outside the 
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Clubhouse, and an empathetic, supportive approach was offered. As 
mentioned above, the option of withdrawal from the study, at any time 
without penalty or adverse consequences was made clear. Additionally, the 
Clubhouse director offered to assist with facilitating debriefing for any 
participants who required assistance. No participants reported any 
concerns and there were no adverse incidents identified or reported. 
5.7 Data types 
In this study, data collection took place in two phases, requiring two 
separate institutional consents from the Clubhouse (Appendix 3 and 6). 
Each phase connected to different questions and types of information. 
Phase 1 addressed question a, using data from the documentation review. 
Phase 2 addressed questions b and c, using information from participant 
observation and interviews. This is outlined in Table 5.1 below. 
Table 5.1: Data types 
Data collection Question a 
How are recovery 
practices 
reflected in 
documentation of 
a Clubhouse? 
Question b 
How are recovery 
practices 
embodied in the 
behaviour of staff 
within a 
Clubhouse?  
Question c 
How are recovery 
practices 
perceived by staff 
and members 
within a 
Clubhouse? 
 
Phase 1 
Documentation 
review 
Directed 
qualitative 
content analysis. 
 
  
Phase 2 
Field notes from 
participant 
observation of staff 
 
 Theoretical 
thematic analysis. 
Theoretical 
thematic analysis.
Phase 2 
Interviews with 
members and staff 
 Theoretical 
thematic analysis. 
Theoretical 
thematic analysis.
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5.8 Phase 1: Consent for documentation review 
Farkas and colleagues (2005), emphasise the importance of analysing 
documents such as mission statements, and the policies and procedures of 
mental health services, because they can strongly influence recovery-
oriented practice. Institutional consent from the Clubhouse director, for 
permission to conduct a documentation review, was secured in 2013 as per 
section 5.6.1 (appendix 3). An information session for members and staff, 
explaining which documents would be reviewed, and that no documents 
containing personal information would be involved, was provided. Informal 
conversations introducing the study, and further explanation, was also 
given on a one to one basis as needed. As mentioned in the previous 
ethics section, information sheets and explanations were provided in clear 
and simple language (See appendix 4). 
5.8.1 Data collection for documentation review 
In order to establish a corpus of documents that would be useful for 
exploring recovery-oriented practice, and to ensure rigour in analysis of the 
documents, it was important to identify internationally regarded recovery 
categories. This was achieved with the assistance of the Australian Mental 
Health Outcomes and Classification Network (AMHOCN) (Burgess et al., 
2011). In their international review of recovery tools, AMHOCN identified 
the Recovery Promotion Fidelity Scale (RPFS) (Armstrong & Steffen, 2009) 
as an instrument of high quality (Burgess et al., 2011).  
   Armstrong and Steffen (2009) report that the development of the 
RPFS began with a comprehensive literature review, which identified fifty 
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one possible recovery indicators. A series of five focus groups, comprising 
participants from a range of backgrounds, including people with lived 
experience of mental illness, health administrators, service providers, and 
researchers then added a further thirty-five new indicators, for a total of 86 
potential recovery scale items.  
   Review of the thirty five recovery indicators by consumer consultants 
then reduced the list of indicators to twenty five, which underwent further 
assessment (Armstrong & Steffen, 2009). Consultation with twenty-eight 
multicultural consultants reduced the items still further, until the final five 
recovery categories of the RPFS were confirmed. The categories are, 
collaboration; participation and acceptance; self-determination and peer 
support; quality improvement; staff and consumer development (Armstrong 
& Steffen, 2009). Written permission was granted by Dr Nikki Armstrong 
from Hawaii State University to use the RPFS in this case study (Appendix 
5).  
5.8.2 Establishing a corpus of documents 
In consultation with the Clubhouse Director, one hundred and twenty pages 
of information was collected during two site visits of three hours each. Data 
collected included representative materials suggested by the RPFS 
including: 
1. Information from the Clubhouse website and promotional materials.  
2. The service vision/mission statement. 
3. Any available consumer satisfaction survey used by the service. 
4. Any available lists or descriptions of the Clubhouse’s committees. 
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5. Any available committee or team meeting minutes. 
6. Policies and procedures documents. 
7. An example or template of consumer recovery plan or similar.  
8. Any staff role descriptions or checklists/scales for monitoring 
outcomes. 
9. De identified outcome tracking data. 
10. Any staff or consumer training curriculum and any other documents 
identified. 
5.8.3 Qualitative content analysis of documents 
A directed qualitative content analysis approach was used to review 
documentation. This approach to analysis differs from conventional 
inductive content analysis, because it begins with categories derived from 
previous research, and assumes a deductive strategy to coding (Hsieh & 
Shannon, 2005). Directed qualitative content analysis began by building 
familiarity with the recovery categories of the RPFS. A deductive approach 
to coding was then applied, classifying phrase references within the 
documents according to their exemplification of RPFS recovery categories 
(Hsieh & Shannon, 2005). A detailed description of this process and the 
findings of the documentation review are reported in chapter 6. 
5.9 Phase 2: Institutional consent for participant 
observation and interviews 
Following application and receipt of the second university ethics approval 
(University approval number H10711, see appendix 2), the director of the 
Clubhouse was contacted and a second institutional consent secured 
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(Appendix 6). This enabled resumption of the second phase of the study 
which occurred over a three-month period from November 2014 through to 
and including January 2015. Phase two involved participant observation 
and interviews which are described below. 
5.9.1 Recruitment 
Subsequent to completion of the second institutional consent and 
consultation with the Clubhouse director, research within the Clubhouse 
resumed. With permission of the members and staff, the researcher placed 
posters describing the study on noticeboards within the Clubhouse and 
began attending the Clubhouse for six to eight hours, up to three days per 
week. Conveniently, the Clubhouse holds a daily morning meeting, which 
the researcher made a point of attending each visit.  
   The morning meeting enabled introduction to members and staff each 
day, and provided opportunity to explain and invite participation. Informal 
conversations with interested individuals introducing the study, the 
research process, contact information and anticipated participant 
commitments were provided. Members and staff interested in participating 
in the study then contacted the researcher by either, approaching him while 
he was present in the Clubhouse, by phone or email and scheduled a 
suitable time to participate. After this process was complete, individual 
written consent from interested participants was sought.  
5.9.2 Consent for participant observation of staff 
As described in chapter 2, the Clubhouse provides programs in a 
communal setting heavily reliant on group work. Conducting participant 
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observation of staff in an open setting where people are free to come and 
go without notice can present challenges. In particular, the process of 
obtaining consent and negotiating the boundaries between phenomena and 
context were challenging. For this reason, two different types of consent 
were sought. Firstly, institutional consent for fieldwork was secured from 
the Clubhouse director including clarification that the focus of participant 
observation would be on the behaviour of consenting staff only, not 
Clubhouse members (Appendix 6). Secondly, individual written consent 
was provided by each participating staff member regarding participant 
observation (Appendix 9). Prior to providing consent all staff were given 
interview participant information packs containing study information sheets 
explaining that their involvement in participant observation was voluntary, 
that they would not be disadvantaged by not participating and could 
withdraw at any time (Patton, 2005). Once individual written consent had 
been provided, the researcher worked with each staff participant to identify 
convenient dates and times for participant observation. 
   With guidance from the Clubhouse director, it was not considered 
necessary to seek individual consent from every Clubhouse member who 
may be present in the Clubhouse, because the focus of participant 
observation was on staff behaviour. It is important to note that during 
participant observation, while staff were observed interacting with 
Clubhouse members, field notes did not record interactions or verbal 
exchanges between staff and members. This is because what staff were 
doing and how they did it was the focus of participant observation rather 
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than what staff said. When the researcher was privy to close interactions 
between staff and members, the researcher sought introduction to the 
members, and any other people involved, offering explanations regarding 
identity and role of the researcher. 
   If consent for this part of the study had been completely individualised, 
it would have required consent from every member of the Clubhouse on a 
daily basis, and this would have been logistically problematic due to the 
unpredictable, fluid nature of the Clubhouse, whereby large numbers of 
members are free to come and go on a daily basis without notice. 
Furthermore, as previously outlined in section 5.5, the setting of the 
Clubhouse building was very open, meaning that when engaged in 
activities members interacted in an open plan environment, where multiple 
groups could be observed at the same time. Individualised consent may 
therefore have limited the quality and quantity of data able to be collected 
due to variability in members attending. For example, if a new member 
refused consent, it would have been extremely difficult to observe any 
group activity that staff engaged in e.g. facilitating activities as part of the 
work ordered day, or other Clubhouse activities. Studies which involve 
similar approaches have been used previously in mental health settings 
and are not uncommon, see for example Cleary and colleagues (2011) 
review of studies in mental health services. 
5.9.3 Consent for interviews with staff and members 
Separate written consent for individual interviews was secured from each 
staff and member participant. The researcher worked with each participant 
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to identify convenient dates and times for their interview. All participants 
were provided with interview information packs that specified interviews 
would be audio recorded, that participation in the study was voluntary, that 
they would not be disadvantaged by not participating and could withdraw at 
any time (Patton, 2005). Consent to participate in interviews was therefore 
voluntary, specific and obtained from competent persons, using a process 
that maintains confidentiality and autonomy and is consistent with best 
practice of researching consumers and staff in mental health services 
(Cleary, 2004) (Appendix 10). 
5.9.4 Data collection during participant observation 
Building on the documentation review, participant observation focused on 
how staff implemented recovery practices. Participant observation is a 
qualitative research technique often used to explore practices within 
organisations (Spradley, 1980). It enables researchers to gain an insider’s 
view, by getting involved in everyday activities alongside staff (Yin, 2009). 
The approach can be applied using various levels of disclosure. Some 
participant observation is carried out with the researcher operating 
completely incognito, without disclosing their identity or role whilst in the 
organisation. In other versions, the researcher fully discloses their identity 
while participating alongside staff. In this case study the identity of the 
researcher was fully disclosed throughout the study (Schneider, 2002).   
   As much as possible the researcher sought to blend in, by 
participating as a member of Clubhouse work activities alongside staff 
participants. Observing in this way, illuminated how recovery practices 
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were embodied in the behaviour of staff, from a frontline point of view 
(Cleary et al., 2011). Spending one hundred and twenty hours, over three 
months immersed in the everyday environment of the Clubhouse, enabled 
the researcher to observe common activities, relationships and service 
experiences (Rossman & Rallis, 2011). Observational field notes recorded 
during this activity used Spradley’s (1980) observational framework 
including the nine dimensions outlined below:  
1. Space: referred to the place where staff were observed, during each 
observation period, for example, in the cafeteria or the garden of the 
Clubhouse.  
2. Actor: recorded de identified notes of the people observed, for 
example, two staff running newsletter writing group with ten 
members.  
3. Activity: included any series of events that the actors (staff 
members) engaged in, for example a work group aimed writing grant 
applications.  
4. Object: described the physical artefacts observed during an activity, 
for example, a large table with ten chairs and computers on it.  
5. Act: denoted particular actions that individual actors engaged in, for 
example, how a staff member used a whiteboard to facilitate a group 
activity. 
6. Event: involved broad descriptions of sets of activities that occurred, 
for example, a fundraising day was organised and facilitated.  
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7. Time: recorded the times that different activities took place and how 
long they ran, for example, there was a half hour long morning 
meeting, at 0900hrs each day.  
8. Goal: noted the intention of actors observed, for example, 
Clubhouse staff attempted to maximise member involvement in 
garden cultivation as much as possible.  
9. Feeling: referred to the feelings that appeared to be conveyed by 
actors during a period of observation, for example staff appeared 
warm and welcoming when meeting new members for the first time.  
The findings from participant observation and interviews are reported in 
chapters 7 and 8. How analysis was conducted is described in section 
5.9.6. 
5.9.5 Data collection during interviews 
Interviews were guided by three different interview schedules provided in 
the RPFS, one for the director, one for staff, and another for members. The 
questions were designed around the same five recovery categories used 
during documentation review, including, collaboration; participation and 
acceptance; self-determination and peer support; quality improvement; staff 
and consumer development (See appendix 11, 12 and 13). When 
interviewee answers were unclear or particularly brief, the researcher used 
open ended prompts to explore questions further, by using phrases such 
as, “Is there anything else you would like to say about that?” Digital 
recordings and interview transcripts were coded so that participant’s 
confidentiality was maintained.  
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 5.9.6 Analysis of participant observation and interview data 
In contrast to the directed qualitative content analysis used during the 
documentation review, information collected during participant observation 
and interviews was analysed using thematic analyses. One way to apply 
this technique is through inductive thematic analysis, which involves 
immersion in collected data through reading and re-reading, searching for 
emerging themes and minimising reference to theory (Fereday & Muir-
Cochrane, 2008). Alternatively, a theory may be used to conduct a 
theoretical thematic analysis (Braun & Clarke, 2006).  
   Given this case study was informed by SDT (see chapter 3), a 
theoretical thematic analyses approach was adopted. The first step in this 
process involved gaining a thorough knowledge of SDT (Deci & Ryan, 
2012) and how its core principles of relatedness, competency and 
autonomy related to recovery-oriented practice, and the Clubhouse model 
(see chapter 3). Analysis was then guided by the six steps suggested by 
Braun & Clarke (2006) which included:  
1. Familiarisation with collected information through repeated reading 
of field notes, transcripts and listening to interviews. 
2. Generating initial codes by establishing an initial list of data features. 
3. Searching for themes by reflecting on codes to identify potential 
themes.  
4. Reviewing and refining identified themes. 
5. Defining what is interesting about the themes and why. 
6. Reporting the final analysis and writing a coherent logical report. 
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Following these six steps as a guide, the application of theoretical thematic 
analysis involved searching for patterns in the data relevant to the research 
question and SDT (Braun & Clarke, 2006). Coding involved repeatedly 
reading field notes and transcripts and listening to interview recordings, 
codes were then assigned to pieces of information, such as phrases or 
paragraphs that explained how recovery practices were implemented. 
Consideration was then given to similarities between coded pieces of data, 
and their resonance with self-determination theory. This process led to two 
overarching themes with three sub-themes each, related to how recovery 
practices were implemented within the Clubhouse. These findings are 
reported in chapters seven and eight. 
5.10 Triangulation 
The concept of triangulation originated in the field of navigation, where it 
refers to using multiple reference points to calculate a location (Farmer, 
Robinson, Elliott, & Eyles, 2006). In qualitative research, triangulation 
strategies include but are not limited to the use of two or more, theories, 
methods, approaches to analysis, data collection techniques or data 
sources. It is used to balance any deficiency that might occur from relying 
on a single strategy (Thurmond, 2001). Triangulation adds to study depth, 
increasing the potential of findings that will improve practice. A wide variety 
of triangulation techniques have been described by a range of authors 
(Denzin, 1978; Patton, 2015). In this case study, two triangulation 
techniques were employed in phase two. They were:  
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1. Data collection triangulation: Two data collection techniques were 
triangulated, participant observation and interviews.  
2. Data source triangulation: The perspectives of two different groups 
(staff and members) within the Clubhouse were triangulated. 
The way in which triangulation contributed to findings of the study will be 
outlined in chapter 9. 
5.11 Rigour 
Being able to demonstrate rigor is an important part of high quality 
qualitative research. In this study four common approaches were used to 
maintain rigor. These were, credibility, transferability, dependability and 
confirmability (Guba & Lincoln, 1982). 
   Credibility, refers to the ability of others to recognise the authenticity of 
experiences described in a qualitative study (Thomas & Magilvy, 2011). 
When reporting findings, the words of participants were used as much as 
possible, to strengthen the credibility of findings. The use of SDT as a 
theoretical framework and the RPFS as a research instrument for recovery 
categories and interview questions, also enhanced credibility because SDT 
has been widely researched (Deci & Ryan, 2012) and the RPFS has been 
empirically validated (Armstrong & Steffen, 2009; Burgess et al., 2011). 
Consistent research supervision, also enhanced the credibility of the 
research. Throughout the study, the researcher engaged in regular three to 
five weekly reviews and discussion with research supervisors, who are all 
highly experienced qualitative researchers.  
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   Transferability refers to the ability to transfer research methods and 
findings to other qualitative research (Kuper, Lingard, & Levinson, 2008). A 
strategy relevant to transferability applied during the documentation review, 
was the use of the steps suggested by Elo & Kyngäs (2008). These are: 
1. Establish a corpus of source materials. 
2. Characterise each document; Noting when written?  Where? By 
whom? Why? 
3. Develop categories.  
4. Code and classify the documents according to how they exemplify 
categories. 
With reference to the transferability of methods during the participant 
observation and interview phase, the first step involved becoming familiar 
with SDT (see chapter 3). The researcher therefore had the core principles 
of SDT clearly in mind prior to entering the field. SDT was then used as a 
theoretical framework for interpreting and describing how recovery 
practices were implemented. As described above in 5.9.6 this was applied 
using the analytical process suggested by Braun and Clarke (2006). 
Through a continuous process of reading, coding, reflection and 
refinement, the overarching themes of ‘social environment’ (chapter 7) and 
‘autonomy support’ (chapter 8) were developed. 
The dependability and confirmability of qualitative studies refers to 
the transparency of how decisions are made during the research process 
and how information is interpreted (Krefting, 1991).  As previously 
mentioned in section 5.3, in this study an important consideration was the 
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breadth of interpretation possible in relation to what phenomena could 
potentially be interpreted as ‘recovery-oriented practices’. To address this, 
concern the researcher used SDT and the RPFS recovery categories, to 
constrain how recovery practices could be interpreted. The ability of the 
researcher to assess data from a purely subjective standpoint was 
therefore restricted, increasing confirmability of findings. 
An electronic file was kept recording phases of research planning, 
data collection and analysis including notes from regular meetings with the 
research supervisors. During the planning process consideration of issues 
included but was not limited to the purpose of the study, data collection and 
recruitment of participants, how information was to be analysed and how 
findings were to be presented.  
5.12 Reflexivity 
Reflexivity refers to the importance of a researcher being self-aware of their 
role as an instrument in a study at both a personal and epistemological 
level (Dowling, 2006). The personal level refers to knowledge, experiences, 
beliefs, motivations and biases the researcher brings form their past, which 
hold potential to influence data. The epistemological level refers to the 
importance of maintaining awareness of the researcher’s relationship to the 
study and the influence of relationships formed with participants (Dowling, 
2006).  
   With these concepts in mind, throughout data collection the researcher 
engaged in a process of self-reflection, acknowledging their position in 
relation to what they observed. This was maintained through a process of 
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regular journaling and writing field notes during and at the end of each day. 
Reflection also took place during regular meetings with the research 
supervisors. This process assisted the researcher to self-monitor, minimise 
bias and ensure interpretations of information were reasonable (Denzin & 
Lincoln, 2011). 
   At a personal level it was important to acknowledge and maintain 
awareness of preconceived attitudes and beliefs about recovery that the 
researcher had developed previously, during their career as a mental 
health nurse, and how those ideas might affect the research process. As a 
person without lived experience of mental illness, there was also a risk of 
the researcher approaching analyses of data from the standpoint of an elite 
outsider (Rossman & Rallis, 2011). At an epistemological level it was 
important for the researcher observe the behavior of individual staff 
towards both Clubhouse members, and other staff participants.  It was also 
important for the researcher to pay attention to the likely influence of the 
researcher’s own presence on behaviour and interactions.  
   One way the researcher noticed the influence of their presence on 
staff behaviour was during the morning meetings at the Clubhouse. When 
the researcher was present, staff would give the researcher opportunity to 
introduce himself and provide information about the study to any new 
members present. Such introductions had an important function because 
they enabled information about the study to be shared with members and 
staff. Despite this, the researcher reflected on how staff may have acted if 
they had not been aware of the researcher's presence in the Clubhouse. It 
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is likely that such announcements at the beginning of each day not only 
provided information, but may also have heightened staff awareness that 
they were being observed, thereby influencing behaviour.   
5.13 Conclusion 
The concept of recovery is increasingly relevant in the development and 
delivery of mental healthcare, however there has been limited research into 
how individual services implement recovery-oriented practices. Given 
psychosocial Clubhouses have been a pioneer of recovery practices 
internationally (Dudek & Aquila, 2012), exploring how recovery practices 
are implemented within individual Clubhouses is important. This chapter 
has described, how a case study design informed by SDT that included 
direct data from documents, semi direct data gained through interviews and 
indirect data from participant observation, has illuminated the 
implementation of recovery practices within an Australian Clubhouse. The 
findings of the case study will now be reported in chapters 6, 7 and 8, 
before a final discussion in chapter 9.  
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CHAPTER 6: HOW ARE RECCOVERY-ORIENTED 
PRACTICES REFLECTED IN DOCUMENTATION 
WITHIN A CLUBHOUSE? 
6.1 Introduction 
The first of three findings chapters, this chapter presents findings from an 
exploration of how recovery practices are reflected in the documentation of 
the Clubhouse. Documents reviewed included representative samples of 
key documents produced or utilised within the Clubhouse, including public 
health promotion materials, and policy and membership documents. Data 
were subjected to content analysis supported by the Recovery Promotion 
Fidelity Scale (RPFS) (Armstrong & Steffen, 2007) leading to findings that 
may be used to inform future research related to recovery-oriented practice 
in Clubhouse settings.  
6.2 Publication 
The following is from: 
Raeburn, T., Schmied, V., Hungerford, C., & Cleary, M. (2014). 
Clubhouse model of psychiatric rehabilitation: How is recovery reflected in 
documentation? International Journal of Mental Health Nursing, 23(5), 389-
397.
Feature Article
Clubhouse model of psychiatric rehabilitation:
How is recovery reflected in documentation?
Toby Raeburn,1 Virginia Schmied,1 Catherine Hungerford2 and Michelle Cleary1
1School of Nursing & Midwifery, University of Western Sydney, Sydney, New South Wales, and 2Disciplines of
Nursing and Midwifery, University of Canberra, Australian Capital Territory, Australia
ABSTRACT: Recovery-oriented models of psychiatric rehabilitation, such as the Clubhouse model,
are an important addendum to the clinical treatment modalities that assist people with chronic and
severe mental illness. Several studies have described the subjective experiences of personal recovery of
individuals in the clubhouse context, but limited research has been undertaken on how clubhouses
have operationalized recovery in practice. The research question addressed in this paper is: How are
recovery-oriented practices reflected in the documentation of a clubhouse? The documents examined
included representative samples of key documents produced or utilized by a clubhouse, including
public health-promotion materials and policy and membership documents. Data were subjected to
content analysis, supported by the Recovery Promotion Fidelity Scale. The recovery categories iden-
tified in the documents included collaboration (27.7%), acceptance and participation (25.3%), quality
improvement (18.0%), consumer and staff development (14.5%), and self-determination (14.5%).
These categories show how the clubhouse constructs and represents personal recovery through its
documentation. The findings are important in light of the role that documentation can play in
influencing communication, relationships, and behaviour within organizations. The findings can also
be used to inform future research related to recovery-oriented practices in clubhouse settings.
KEY WORDS: clubhouse, documentation, mental health, practice, recovery.
INTRODUCTION
Personal recovery for people with chronic and severe
mental illness is a subjective process through which
people regain a satisfying, participatory life that may or
may not include enduring symptoms of mental illness
or challenges to social roles (Slade et al. 2012). Thus,
personal recovery is a highly subjective process with no
uniform definition. This stands in contrast to the more
traditional notion of clinical recovery, with its medical
focus on the remission of symptoms and measureable
improvement of social functioning (Slade et al. 2012). The
lack of uniform definition of personal recovery also sug-
gests reasons for the many challenges that have been
identified in relation to researching the recovery orienta-
tion of contemporary mental health services (Burgess
et al. 2011; Williams et al. 2012).
The development of services that facilitate personal
recovery is now a national policy priority in many coun-
tries, requiring quite a different organizational focus to
that traditionally taken by clinical services (Cleary et al.
2012; Farkas 2007; Hungerford & Kench 2013). The
extent to which organizational practices reflect the
values of personal recovery, including hope, acceptance,
empowerment, engagement in productive activity, and
maintenance of supportive relationships, is referred to as
the ‘recovery orientation’ of a service (Williams et al.
2012). The Clubhouse model, which is one approach to
the delivery of psychiatric rehabilitation services in the
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community, is at the forefront of developing recovery-
oriented mental health services (Dudek & Aquila 2012;
Ferguson 2004; Pernice-Duca & Onaga 2009).
Currently providing services at more than 300 sites in
more than 27 countries worldwide, the Clubhouse model
is making a substantial contribution to the field of psychi-
atric rehabilitation (Raeburn et al. 2013). The delivery of
psychosocial and employment services by clubhouses
complements the clinical work undertaken across the
multidisciplinary spectrum. Even so, research exploring
recovery-oriented services and practices in the clubhouse
setting is scant.
This gap in the literature is problematic. For
example, Anthony et al. (2003) express concern that
models of psychiatric rehabilitation are often imple-
mented, despite a lack of evidence regarding their
recovery orientation. They highlight the importance of
unpacking the various components of care within these
services and subjecting them to rigorous research
(Anthony et al. 2003). By reviewing how the documen-
tation within one clubhouse reflects recovery-oriented
practice, in the present study, we seek to contribute
knowledge to this increasingly important area of mental
health service delivery.
Background
In the late 1940s, a group of people with a lived experi-
ence of mental illness commenced meeting on the steps
of the New York City library, to provide support to each
other. Poignantly, the early name of this support group
was ‘WANA’, an acronym for ‘We are not alone’
(Anderson 1998). As the group grew in number, it came to
the attention of a wealthy local philanthropist, who lent
members the use of a house with a fountain in the back-
yard to hold their meetings. On shifting the meetings to
the house, the group changed its name to ‘Fountain
House’ (Pratt et al. 2006). This pioneering service still
runs in New York today, and has grown to become a
template for what is now referred to as the ‘Clubhouse
model’ of psychiatric rehabilitation internationally.
To promote solidarity and support within clubhouses,
participants are referred to as ‘members’, whose attend-
ance and contribution to activities are highly valued
(Huelsmann 2009). In this way, people with mental illness
are treated as active participants, rather than recipients of
care, by paid staff, working towards personal recovery
alongside these paid staff (Marshall et al. 2010). This prin-
ciple is strongly supported by paid staff, who adopt gen-
eralist roles that might include menial tasks, such as
serving lunch or cleaning a bathroom, while also provid-
ing more skilful assistance as caseworkers or providers of
incidental counselling. By sharing work and adopting a
team approach, barriers between the roles of paid staff
and people with mental illness are broken down, increas-
ing each member’s sense of connection with others,
reducing social isolation, and building confidence (Wong
2010).
Activities within each clubhouse are also linked to
vocational initiatives, referred to as transitional employ-
ment programs (TEP), which are designed to act as a
stepping stone to the competitive workforce. To establish
TEP, clubhouses negotiate contracts with local busi-
nesses, which agree to set aside a job for clubhouse
members. TEP arrangements are then owned as the
responsibility of the entire clubhouse, with paid staff and
members agreeing to cover absences whenever TEP
employees are unable to attend. In addition, and as a
follow up, clubhouses provide traditional supported
employment programmes, providing members who enter
the competitive workforce with the assistance they need
to maintain their job for the long term (Macias et al.
2006).
The Clubhouse model has not been without opposi-
tion. For example, clubhouses have been criticized for
their tendency to promote a limited range of employment
pathways for members, leading to limited skill sets and
expectations incompatible with the competitive job
market (Waghorn & Lloyd 2005). In addition, Hinden
et al. (2009) have criticized clubhouses for their general
lack of engagement with the families of members. They
make the point that, while clubhouses have been strong
advocates for mental health recovery, they have also been
largely individualistic in their approach, failing to seize
opportunities to interact with families of members and
influence parenting styles (Hinden et al. 2009).
In contrast to this criticism, however, members gener-
ally report high levels of satisfaction with the opportu-
nities provided in the clubhouse setting to experience
supportive relationships and develop vocational skills
(Jung & Kim 2012). These strengths of the Clubhouse
model can be linked to the suggestion that people living
with chronic or severe mental illness can lack family and
social supports, and have poor access to educational and
employment opportunities (Corrigan & Watson 2002;
Morgan et al. 2011). Clubhouses offer a safety net for
people with chronic and severe mental illness. In addi-
tion, the Clubhouse model has been implemented across
a range of cultures. For example, a Hong Kong-based
study conducted by Wong (2010) described improved
confidence and coping skills that made it easier for club-
house participants to cope with stigma, as they worked
towards personal recovery.
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Study context
Many of the concepts that currently populate the mental
health recovery landscape have been derived from the
Clubhouse model (Dudek & Aquila 2012), with club-
houses describing themselves as recovery-oriented com-
munities (Ferguson 2004; Pernice-Duca & Onaga 2009).
However, while there has been substantial research
describing experiences of personal recovery among club-
house members (Coniglio et al. 2012; Hancock et al.
2011), there has been little investigation into the specifics
of recovery-oriented practices applied by clubhouses.
Prior (2008) emphasized the impact of documentation
on behaviour within organizations, contending that docu-
ments are not just static records, but materials that often
prompt reflection and stimulate discussion that influence
decisions and behaviour. Hungerford (2014) argued that
the documents produced or utilized by an organization
will construct, represent, and also maintain the character-
istics of that organization. Documents also provide an
important means of illuminating the major preoccupa-
tions of the organization that produced them; preoccupa-
tions that might otherwise remain covert (Hungerford
2014). Silverman (2013) went on further, suggesting that
the examination of documents provides a means of con-
sidering not only the subject at hand, but also the context
in which that subject is located. Despite these many ben-
efits, a search of the literature failed to identify any pre-
vious study examining the way personal recovery is
reflected in clubhouse documentation. In this paper, we
seek to address this gap in the literature, and examine how
recovery-oriented practices are reflected in the documen-
tation of a clubhouse.
METHODS
The ethical aspects of the study were reviewed and
approved by the human research ethics committee
attached to the university with which the researchers are
associated, with organizational consent also provided by
the clubhouse director. The research was conducted in
2013 at one of the eight clubhouses that operate at
geographically-scattered locations throughout Australia.
The analysis did not involve any documents containing
personal information. To mitigate the potential concerns
of clubhouse members regarding the researchers’ access
to personal information, the researchers worked closely
with the clubhouse director to provide information for
members interested in the study.
There are a variety of instruments available to measure
the recovery orientation of mental health services.
However, these instruments are difficult to compare, as
they have been developed for a range of service types
(Williams et al. 2012). This made it challenging to identify
which instrument would be most suitable to guide this
study. Therefore, the instrument chosen was based on the
international review of service recovery-orientation tools
conducted by the Australian Government’sMental Health
Outcomes and Classification Network (AMHOCN)
(Burgess et al. 2011). A small group of four instruments
was recommended by the AMHOCN review as being
suitable for application in Australian services. Of these, the
Recovery Promotion Fidelity Scale (RPFS) (Armstrong &
Steffen 2009) was selected to guide this analysis.
Although not specifically designed for the purpose of
documentation review, the RPFS was chosen because of
its psychometric soundness (Burgess et al. 2011).
Armstrong and Steffen (2009) explained that construction
of the RPFS began with a comprehensive literature
review, which identified 51 possible recovery categories.
Development of the instrument included the use of
focus groups comprising consumers, family and carers,
administrators, service providers, representatives from
culturally- and linguistically-diverse cultures, and
researchers, to a total of 28 recovery experts. The fidelity
scale comprises 12 recovery items and five recovery cat-
egories: collaboration, participation and acceptance, self-
determination, quality improvement, and staff/consumer
development (Armstrong & Steffen 2009). Although
developed in the USA, Burgess et al. (2011) identified the
RPFS as suitable for guiding the study of recovery prac-
tices within Australian services.
According to Scott (1990), the data examined as part of
documentary analysis can include a variety of readable
sources, including notes, newsletters, diaries, policy and
procedure documents, philosophical statements, adver-
tisements, account statements, reports, and speech
records. For the present study, the documents collected
were the representative samples of public health-
promotion materials: policy, service and organizational
documents, membership documents, and minutes of
meetings, and included: (i) sample pages from the club-
house website and other publically-available health-
promotion materials, such as pamphlets, posters, and
flyers; (ii) service vision and mission statement; (iii) clu-
bhouse’s consumer satisfaction survey; (iv) a membership
handbook describing the clubhouses to its subgroups; (v)
de-identified minutes from the clubhouse’s most recent
annual general meeting; (vi) sample policies and pro-
cedure documents; (vii) template of the clubhouse’s indi-
vidual goal-setting plan (recovery plan); (viii) staff job
description and appraisal monitoring template; (ix)
de-identified outcome tracking data from the clubhouse’s
CLUBHOUSE MODEL OF PSYCHIATRIC REHABILITATION 3
© 2014 Australian College of Mental Health Nurses Inc.
64
strategic plan; and (x) PowerPoint presentation used in
the public health promotion of the clubhouse.
With the assistance of the clubhouse director, the
documents were collected during two 3-hour site visits,
and comprised a total of 120 pages, electronically scanned
for data security.
In the linguistic and communication disciplines,
content analysis is understood as a quantitative approach
to analysing texts, and involves counting the number of
times certain words, terms, or constructs occur in a text.
While this approach might have value in some circum-
stances, an arguable weakness lies with the assumption
that the terms that appear most often in a document will
reflect the greatest concerns of those who produce the
document (Stemler 2001). For the current study, the
approach taken to content analysis was more attuned to
the nursing and health sciences, with a broader, qualita-
tive focus to examine categories represented in the data
collected. A strength of this approach to content analysis
is that it can effectively reduce large amounts of data into
understandable categories, and thereby enable inferences
to be made, providing the opportunity for corroboration
using other methods of data collection (Graneheim &
Lundman 2004). A weakness is the inherently subjective
nature of the approach.
There are a variety of ways to conduct a qualitative
content analysis. For this study, a directed style was
employed, deriving relevant categories from the RPFS,
and applying a deductive approach to coding (Hsieh &
Shannon 2005). To increase the rigour of the analysis, the
researchers also followed the steps suggested by Elo and
Kyngäs (2008): (i) we established a corpus, defining the
source materials from which the data was drawn; (ii) we
characterized each document: when and where was it
written? By whom? Why?; (iii) we developed a categori-
zation table based on the RPFS and our research question
(Armstrong & Steffen 2009); and (iv) we coded and clas-
sified the documents for exemplification of categories.
Analysis of the material was guided by a critical
reflection of the findings, with regard to the categories
of collaboration, participation and acceptance, self-
determination and peer support, quality improvement,
and staff and consumer development (Armstrong &
Steffen 2009).
To exemplify, one phrase reference was taken to con-
stitute a category unit; for example, the phrase reference:
‘I can be a bit high or a bit low, but still I’m always
accepted at the clubhouse’, identified in a clubhouse pam-
phlet, was considered a unit category of ‘participation and
acceptance’. However, if a phrase reference appeared
repeatedly in the documents, it was only considered to
represent a single unit. For example, at the bottom of
each clubhouse policy, a sentence referred to as a ‘state-
ment of consultation’ had been inserted. Although
repeated on every policy document, this was only consid-
ered to account for a single category unit.
Analysis of the documents identified 166 units.
Numerical values and percentages were calculated for the
categories to illustrate and compare the ways recovery
categories were represented in the documentation.
Analysis and categorization of the data were performed by
the researchers, who also calculated frequencies of occur-
rence. The data were categorized twice, 2 weeks apart,
and the correspondence rate was 96%. Following the
analytical design of Latvala et al. (2000), reliability can be
assessed in terms of auditability of the results, along with
assessing how the categories were formed, and how data
were collected and classified for analysis.
RESULTS
The findings are presented numerically in Table 1, re-
flecting the recovery-oriented categories identified by
Armstrong and Steffen (2009). Themost represented cate-
gory was collaboration; the least represented categories
were self-determination and staff/consumer development.
Collaboration
The category of collaboration refers to the cooperative
nature of the relationship between paid staff and consum-
ers, including shared responsibility, decision-making, and
problem solving in working towards organizational goals
TABLE 1: Recovery categories, as represented in documentation provided by the clubhouse
Collaboration
Participation and
acceptance
Self-determination
and peer support
Quality
improvement
Staff and consumer
development
n % n % n % n % n %
Extent recovery-oriented practices
reflected in documents?
46 27.7 42 25.3 24 14.5 30 18.0 24 14.5
n, number of times a phrase reference reflecting each category was identified in the 120 pages of data; %, represents each number as a percentage
of the total 166 phrase references found.
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(Armstrong & Steffen 2007). This category was the most
commonly cited recovery category in the documentation
examined, and includes the repeated use of the word
‘member’ throughout all documents to describe consum-
ers. Another example, found in the explanatory material
on the clubhouse’s website and in promotional pam-
phlets, is the description of members as:
Valued participants and colleagues rather than the tradi-
tional view of people with mental illness as patients, con-
sumers, clients or as people who need to be managed.
Collaboration is also represented in the documents
through descriptions of work-related activities. For
example, there are detailed accounts of activities that
provide members with opportunities to collaborate with
paid staff through programmes, such as the work-ordered
day, and also transitional or supported employment
programmes.
The members’ handbook also points to the reliance of
the clubhouse on collaboration between members and
paid staff, for the service to continue its operation. The
handbook outlines policy, which states that the service
will employ enough paid staff to engage members in activ-
ities, but few enough to make fulfilling responsibilities
impossible without collaboration of members. This policy
serves to encourage members to meaningfully collaborate
in the delivery of services, with written procedures pro-
vided to support members to engage in the activities of
the work-ordered day, to orientate newmembers, to enrol
in transitional or supported employment programmes,
and so on.
The findings of the analysis of the public health-
promotion documentation suggest that collaboration is
not just limited to activities inside the clubhouse, but also
extends to relationships with local businesses and the
wider community. Examples include advertising in the
promotional pamphlets of the clubhouse’s TEP, such as
testimonies from business people describing their positive
experiences of working with clubhouse members through
employment placements. External collaboration with the
wider community is also documented through the testi-
monies of members who describe the value of transitional
and supported employment opportunities made possible
through clubhouse partnerships.
Participation and acceptance
Participation and acceptance refers, first, to the involve-
ment by members at all levels of operation, including
governance; and, second, to the attitude of paid staff and
members to one another (Armstrong & Steffen 2007).
This was the second strongest recovery category identi-
fied by the analysis, and included descriptions throughout
members’ handbook and policy documents that promoted
the participation of members at every level of activity,
including participation in all decision-making groups.
Opportunities are outlined to participate in work pro-
grammes, social activities, in public speaking, and also at
promotional events or on policy committees. For example,
testimonies from members who have been involved in
clubhouse activities appear in pamphlets and promotional
materials, and describe the sense of participation and
acceptance they have experienced. Comments include:
A place to be somewhere with people who I can relate to
which gets me out of the house and into a more positive
environment,
I can be high or a bit low but still I’m always accepted at
Clubhouse.
These show potential members, and also the wider
society, how clubhouse values are upheld.
Self-determination and peer support
The category of self-determination andpeer support refers
to whether consumers’ rights to freedom and choice are
upheld by a service (Armstrong & Steffen 2007). While it
was one of the least referenced recovery categories exhi-
bited in this documentation review, the conceptwas never-
theless evident. For example, two of the standards in a list
of guiding principles for this clubhouse stipulate that there
are no rules to enforce participation of members, and that
members have complete choice aboutwhichmembers and
paid staff they wish to work with. Another place where a
commitment to promoting self-determination is illustrated
is in the vision statement of the clubhouse, which includes
specific reference to assisting members to realize goals,
maximize interaction with the wider community, and
enhance quality of life. Also important are statements on
the website and health-promotion materials, which high-
light the most essential values held at the clubhouse: that
every member has a right to peer support and can recover
a personally-satisfying life.
The provision of assistance towards higher levels of
self-determination through paid employment in wider
society was particularly evident in statements associated
with the strategy and mission statements of the club-
house. The effect of such programmes in increasing levels
of self-determination is then supported by testimonials
from participating members; for example:
Working is very important to me and helps me to keep
well, work makes me feel good and I like to make my own
money, the Clubhouse will always support me.
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It appears, however, the support for self-determination
and peer support by the clubhouse does not occur
through work-related activities alone. This is suggested
quite poetically by a member’s poetic description of the
clubhouse:
A house of fun, A house of sun, A house of friendship, A
house of love, A home to everyone.
Quality improvement
Quality improvement refers to whether a service has
mechanisms in place to facilitate ongoing, recovery-
focused quality improvement in service delivery,
internal decision-making processes, and administrative
procedures (Armstrong & Steffen 2007). In the documen-
tation of this clubhouse, commitment to quality improve-
ment is demonstrated through annual member surveys,
completed anonymously, which comprise two pages. The
survey collects data about members’ attendance and
experiences at the clubhouse. The documentation makes
it clear that survey results are reported to a quality-
improvement committee that comprises both paid staff
and members.
Commitment to quality improvement is also exhibited
by a goal found in the vision statement of the clubhouse:
to become Australia’s leading provider of psychosocial
rehabilitation within 3 years. Other practical examples
displayed in the documentation include activities to
engage with government-accreditation processes for
funding; goals to improve administrative, financial, and
data management systems; and the provision of ongoing
training opportunities for paid staff and members. The
members’ handbook goes on to describe the clubhouse’s
commitment to including members in every decision-
making panel or committee, and maintaining high-quality
services by participating in the international clubhouse
accreditation process. This process is mentioned again in
the minutes of the annual general meeting, which cel-
ebrate the clubhouse’s recent reaccreditation for a further
3 years.
Consumer and staff development
Consumer and staff development refers to a service
culture that promotes the concept of continual improve-
ment through the delivery of recovery training for staff
and consumers on a consistent basis (Armstrong &
Steffen 2007). Reference to the formal recovery training
of paid staff and members appears in the minutes of the
annual general meeting, with a brief mention of attend-
ance at training events during the past year, including
national and international conferences. The particulars of
what this training entailed, however, were not provided in
the documentation reviewed.
The documentation also outlines elements of a
6-monthly recovery plan for members, and a regular
appraisal process for paid staff. Policy documents suggest
that either paid staff or peer workers might be responsible
for reviewing the recovery plans of members. The paid
staff appraisals, however, appear to be the responsibility
of the clubhouse director, who is accountable to the club-
house board of directors.
DISCUSSION
The documents reviewed in this study strongly promoted
the recovery categories of collaboration, participation,
and acceptance. This stands in contrast to traditional rep-
resentations of the experience of chronic and severe
mental illness, which more often reflect themes, such as
sadness, struggle, and stigma (Corrigan et al. 2005;
Horsfall et al. 2010). Importantly, representations of the
practices related to personal recovery in the documenta-
tion were linked to undertakings or measures that would
convert policy or words into action. For example, archi-
tectural plans to improve the quality of the space provided
by this clubhouse, together with funding commitments
for the building, were reflected in the minutes of the most
recent annual general meeting. Another example is the
descriptions of the collaborative undertakings between
the service and community partners. These descriptions
include the steps taken to facilitate TEP, and support job
placements that enable members to move from activities
inside the clubhouse to jobs in the competitive labour
market. Such collaboration with community partners sup-
ports evidence that the implementation of recovery-
oriented practices is not confined to what organizations do
for participants internally. It also represents how organi-
zations connect members with opportunities in wider
society (Drake et al. 2012; Drake & Latimer 2012).
The relatively low rating of the recovery category of
self-determination and peer support prompts reflection
about the influence of groupthink on participants of the
clubhouse. Macleod (2011) described ‘groupthink’ as the
thinking that members of groups engage in when their
motivation to maintain unanimity overrides desire to
voice alternative thoughts or actions. While groupthink
can sometimes produce good decisions, thanks to its
ability to pool knowledge and insights, it can also lead to
individual members failing to be heard, due to a tendency
by groups to be led by dominant dogma and personalities
that discourage individualized thought and expression
(De Tezanos-Pinto et al. 2010).
T. RAEBURN ET AL.6
© 2014 Australian College of Mental Health Nurses Inc.
67
In this clubhouse, dogma might be seen as being
evident in the documents use of term ‘standards’ that
must be conformed to by the clubhouse for the purposes
of accreditation, and references to the manager of the
clubhouse as the ‘director’. These two examples might be
understood to imply that organizational culture is unlikely
to encourage thinking that is innovative or ‘outside the
box’ in this clubhouse. Indeed, a kind of self-imposed
conformity might become normalized, as a means of
maintaining the perceived cohesiveness of the clubhouse
(De Tezanos-Pinto et al. 2010). In turn, this might
prevent paid staff and members from hearing messages
related to weaker category units, such as self-
determination. At its worst, this kind of dogma might rise
to a kind of ‘groupspeak’, whereby repeated slogans and
epithets are taken to represent the thinking of the
clubhouse at the expense of self-expression. If negative
elements of groupthink and groupspeak become
entrenched, paid staff and members might lose the ability
to be assertive, to respond to new information, or to adapt
to societal change (Macleod 2011).
The influence of groupthink might also be linked to
other challenges apparent in the clubhouse documenta-
tion. One such challenge relates to the idea of work as a
universal panacea to every recovery hurdle. For example,
the very notion of unpaid voluntary work inside the club-
house might be seen as controversial, because of the
benefit paid staff receive as a derivative of members’ vol-
untary contributions. This is contrary to the principles
of a social cooperative-type enterprise more common
in Europe, where members receive pay from activities
engaged in by the organization in which they hold mem-
bership (Mancino & Thomas 2005). Of course, this would
be different if the members of the clubhouse were choos-
ing to pay the staff from funds that were transparently
produced by the clubhouse, similar to the way a sporting
club might procure the services of an administrator to
run weekend competitions, manage financial accounts
and maintain the grounds. However, in this clubhouse,
minutes from the annual general meeting suggest paid
staff of the clubhouse are employed by a large non-
government organization, which manages a budget in the
vicinity of $A500 000 per year in government grants on
behalf of clubhouse members.
An alternative and more positive way of thinking about
the unpaid work of clubhouse members, however, might
be found in the concept of ‘coproduction’ in service deliv-
ery. This idea describes enlisting service consumers as
providers, in contrast to traditional approaches that tend
to treat people with an illness as passive recipients of care.
Coproduction attempts to harness the fact that people
generally have abilities that can contribute to the
improvement of services that they use (Needham 2009).
As found in the documentation of this clubhouse, the
contributions that members ordinarily make are not
usually financial, but include social capital, such as skills
and insights, and through the provision of intentional peer
support.
Overall, any reflection upon the concerns of group-
think within this clubhouse should be balanced with criti-
cism of the individualistic approaches often promoted
by Western models of care towards people with severe
mental illness (Leighton 2004; Leong & Lau 2001). Such
criticism has been linked to experiences of blame,
estrangement, and stigma, all of which provide barriers to
the achievement of personal recovery (Corrigan et al.
2005). Alternatively, collectivist approaches to mental
illness, where a person’s experience of chronic or severe
mental illness is owned as the responsibility of the whole
community, have been promoted as powerful communal
symbols of solidarity, which can greatly assist personal
recovery (Warner 2004). This kind of approach appears to
be exhibited in the collaborative approach of this club-
house, which heavily promotes the value that people
recover best in community (Dudek & Aquila 2012;
Pernice-Duca & Onaga 2009).
Finally, Anthony et al. (2003) highlighted the impor-
tance of unpacking the various components of care within
models of psychiatric rehabilitation, and subjecting them
to rigorous research to enable service improvement. One
of the strengths of the present study was to focus on the
documentation of a single clubhouse, which produced
valuable knowledge about the way this service applies a
recovery-oriented framework. Another strength was the
generous access to documentation granted by the site
clubhouse director and members. The study stands as
an example of the use of qualitative content analysis in
assessing the documentation of a psychiatric rehabilita-
tion service, and might provide a basis for future com-
parative studies.
As with all studies, however, there are also limitations.
These include a limited generalizability of the findings,
with the study involving only one clubhouse located in
Australia. Given the wide array of terms used to describe
recovery concepts in mental health literature, another
limitation was the restriction of recovery categories to
those identified by the RPFS (Armstrong & Steffen 2009).
In addition, and as stated earlier, the RPFS was originally
developed as a service measurement scale, and not as a
tool to guide content analysis, but the RPFS categories
did provide a useful guide for reducing the data to under-
standable categories for comparison.
CLUBHOUSE MODEL OF PSYCHIATRIC REHABILITATION 7
© 2014 Australian College of Mental Health Nurses Inc.
68
CONCLUSION
Overall, the present study demonstrated that personal
mental health recovery and recovery-oriented practices
are strongly represented in the clubhouse documentation
examined. This finding is important in light of the power
of organizational documents to shape the way in which
the people within that organization communicate, relate,
and behave. Therefore, the results of this study prompt
the question: how are recovery-oriented practices,
reflected within the documentation of this clubhouse,
translated into practice? Future studies to address this
question must consider the idiosyncratic nature of per-
sonal recovery, and also the various ways in which recov-
ery is embodied in the behaviour of paid staff and
clubhouse members. This research has the potential to
benefit the ongoing development of clubhouse services,
and also the personal recovery journey of people living
with chronic and severe mental illness.
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6.3 Conclusion 
This chapter has presented the findings of a documentation review within a 
psychosocial Clubhouse. It involved scrutinising a wide range of readable 
sources, including but not limited to, health promotion pamphlets, policy 
and procedure documents and minutes of meetings. Each of the recovery 
categories used for analyses was reflected within the Clubhouse 
documentation.  
   Documentation has the power to influence patterns of communication, 
along with workplace and social behaviour. The results of this 
documentation review prompt consideration of the question, how are 
recovery-oriented practices reflected in documentation within the 
Clubhouse embodied in the behaviour of its staff? The chapters that follow 
will consider this question and will also explore, how recovery practices are 
perceived by Clubhouse members and staff.  
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CHAPTER 7: RECOVERY-ORIENTED PRACTICES 
AND SOCIAL ENVIRONMENT WITHIN A 
CLUBHOUSE 
7.1 Introduction 
Thematic analysis of data from one hundred and twenty hrs of participant 
observation of staff, and eighteen interviews with Clubhouse members and 
staff identified ‘Social environment’ and ‘Autonomy support’ as overarching 
themes that described how recovery practices were implemented within the 
Clubhouse. This chapter describes ‘Social environment’ which included 
three sub-themes, ‘community and consistency’, ‘participation and 
opportunity’ and ‘respect and autonomy’. 
7.2 Publication 
The following is from: 
   Raeburn, T., Schmied, V., Hungerford, C., & Cleary, M. (2016).  
Recovery-oriented practice and social environment in a psychosocial 
Clubhouse. British Journal of Psychiatry, Open Access, 2(2), 173-178. 
 
 
 
 
 
 
The use of social environment in a psychosocial
clubhouse to facilitate recovery-oriented practice
Toby Raeburn, Virginia Schmied, Catherine Hungerford and Michelle Cleary
Background
Recovery-oriented language has been widely adopted in
mental health policy; however, little is known about how
recovery practices are implemented within individual services,
such as psychosocial clubhouses.
Aims
To explore how recovery practices are implemented in a
psychosocial clubhouse.
Method
Qualitative case study design informed by self-determination
theory was utilised. This included 120 h of participant
observation, interviews with 12 clubhouse members and
6 staff members. Field notes and interview transcripts were
subject to theoretical thematic analysis.
Results
Two overarching themes were identified, each comprising
three sub-themes. In this paper, the overarching theme of
,
social environment
,
is discussed. It was characterised by the
sub-themes,
,
community and consistency
,
,
,
participation and
opportunity
,
and
,
respect and autonomy
,
.
Conclusions
Social environment was used to facilitate recovery-oriented
practice within the clubhouse. Whether recovery is experienced
by clubhouse members in wider society, may well depend on
supports and opportunities outside the clubhouse.
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Despite substantial advancements in clinical treatment, people with
mental illness continue to endure poor social predicaments,
including high rates of stigma, unemployment and homelessness.1–3
Such challenges highlight the importance of delivering mental
healthcare that addresses both clinical and social needs.4 In
response to consumer dissatisfaction with the traditional emphasis
on symptoms and disability, mental health policy in many countries
now promotes the concept of personal recovery.5,6
Personal recovery refers to a process of restoring mental health
in accordance with a person’s goals and strengths, enabling pursuit
of a satisfying and contributing life, with or without the presence of
continued symptoms.7 Interventions that promote personal recov-
ery are commonly referred to as recovery-oriented practice. A
broad range of services from both hospital and community sectors
have adopted recovery-oriented practices, and the evaluation of
such practices is a growing field of research.5,8–10
The personalised nature of mental health recovery has reinforced
the apparent pragmatism of many individualised approaches to
mental healthcare, such as individual psychotherapy and individua-
lised employment support.11 In tandemwith this, however, consumer
accounts commonly emphasise the importance of social environ-
ments to their recovery.7 Social environments refer to the groups and
neighbourhoods that people live in, the structure of workplaces and
conventions that influence how people behave.12 One approach well
known for its use of social environment and work to facilitate
recovery is the clubhouse model of psychosocial rehabilitation.
The clubhouse model is widely recognised as a pioneer of
recovery-oriented practice.13 Open to adults with a history of mental
illness, there are over 300 clubhouses worldwide, including 8 in the
UK.14 Referring to service participants as ‘members’, clubhouses
place strong emphases on employment, social environment and
recovery.15 For example, an unpaid vocational programme referred
to as ‘the work ordered day’ involves members in daily activities,
such as running a reception desk, working in a kitchen or clubhouse
building maintenance. A transitional employment programme
(TEP) offers paid semi-independent short-term job placements
with local businesses, encouraging pursuit of independent paid
employment. For members who have secured independent employ-
ment but still wish to receive support, there is also an ongoing
clubhouse-supported employment programme.16
While most clubhouse studies have been carried out in North
America, there is a growing body of research being conducted in
clubhouses in other countries. For example, studies at clubhouses
in South Korea17 and Hong Kong18 have found that participation
in clubhouses improves quality of life and reduces psychiatric
symptoms. Because the prerequisite for membership is a history
of mental illness, clubhouses form a meeting place for people
with similar experiences, facilitating supportive connections
and friendships.15 Two other studies at clubhouses in Sweden19
and Australia20 have found that peer support within clubhouses
can contribute to improved self-esteem, promoting mental health
recovery.
This paper reports findings from a qualitative case study that
explored how recovery-oriented practices were implemented
within an Australian clubhouse. The study sought to address the
following two questions: ‘how are recovery practices perceived by
members and staff within a psychosocial clubhouse?’ and ‘how
are recovery practices embodied in the behaviour of staff?’
Method
Design
Qualitative case study design was selected because of the usefulness
of the approach for elucidating phenomena within their natural
setting.21 Similar to other qualitative designs, case studies draw on
the data from multiple perspectives – however, they are not bound
by a particular theoretical paradigm, instead allowing research to be
informed by whatever theory is relevant to the case.21 This case
study was informed by a modern theory well suited to recovery-
oriented practice research, known as self-determination theory
(SDT).22
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Theoretical framework
A meta-theory of human motivation, SDT posits that humanity has
three fundamental psychological needs: relatedness, competency
and autonomy, and that the fulfilment of these needs can be
influenced by social environments.22 ‘Relatedness’ refers to people’s
need for supportive relationships. ‘Competence’ describes people’s
desire to feel a sense of contribution in their community.
‘Autonomy’ denotes the importance of freedom and choice.22
Each of these needs is integral to the modern concept of recovery-
oriented practice implemented within services such as psychosocial
clubhouses.23
Setting
The setting was an Australian psychosocial clubhouse, which is
fully accredited with the International Clubhouse Standards, as
disseminated by the original psychosocial clubhouse, known as
Fountain House, in New York City. Housed in an open-plan
building, the clubhouse provides programmes to 20–60 people per
day. Following the timetable of a typical 5-day working week,
activities are delivered from 09:00 h to 17:00 h, Monday–Friday,
with occasional social outings on evenings and weekends. All
activities are free of charge and open to adults over the age of 18
with a history of mental illness. Funding is drawn from a variety
of government grants and philanthropic donations.
Ethics
The first author (T.R.) liaised closely with the clubhouse director,
staff and members, in order to ensure that all research activity was
aligned with clubhouse expectations of member involvement.24
Institutional consent for the study was secured from the club-
house, and approval was granted by a university ethics committee
in 2014 (H10711).
Participants and recruitment
All data were collected by T.R. between November 2014 through
to and including January 2015. The study aimed to recruit a
sample of 10 members for interviews and 5 staff members for
participant observation and interviews. The study was promoted
through notice-board advertisements and word of mouth among
members to recruit interview volunteers, and among staff, to
recruit for both participant observation and interviews. All
participants were provided with ethics-approved information
sheets, with completed signed consent required prior to
involvement.
Participant observation focused on how six clubhouse staff
members implemented recovery practices and was guided by two
fieldwork tools, Spradley’s field note domains,25 and the Recovery
and Promotion Fidelity Scale (RPFS).26 Spradley25 suggests field
notes should reflect nine domains, these are outlined in Table 1.
Field notes were recorded in relation to each domain, with
reference to the way in which staff embodied the recovery
categories of the RPFS.26 The RPFS provides an empirically
validated instrument for investigating the recovery orientation of
mental health services.27 It divides recovery practices into five
potential categories: collaboration; participation and acceptance;
self-determination and peer support; quality improvement; con-
sumer and staff development.26
Interviews with member and staff participants took place in a
private room in the clubhouse, using questions from the RPFS,26
which reflected the five recovery categories mentioned above. The
questions addressed topics including but not limited to, member
involvement in the clubhouse, how feedback from members and
staff occurred, members’ goals within the clubhouse and how
recovery principles were promoted. Interviews were digitally
recorded, transcribed and coded, so that participant confidenti-
ality was maintained.28
Data analysis
Collected data were subjected to theoretical thematic analysis.29
This meant searching for patterns within the data relevant to the
research questions and principles of SDT, including relatedness,
competency and autonomy. Analyses followed the six-step process
suggested by Braun & Clarke.29
The first step involved immersion in the collected data to
build familiarity with its meaning, this was achieved by reading
and rereading field notes and interview transcripts. Second,
initial codes were developed, which involved splitting the data
into pieces (phrases and paragraphs) that communicated parti-
cular messages related to the research questions, in light of SDT.
For example, as noted in the Results section below, one member
stated:
In other services that I′ve been along to, there seems to be much more of a divide
between staff – often there’d be uniforms or… desks and the person sits on one
side…. (while here) it′s very open and everyone′s sitting around together. (m11W)
This statement was coded as relevant to the research questions
and SDT, because it conveyed a member perspective about the
sense of relatedness in the clubhouse.30 Third, similar coded pieces
of data were grouped together into themes. Fourth, the themes
were refined and two overarching themes were developed, with
three sub-themes in each. Fifth, points of interest about the
themes were identified and linked together. Finally, a story about
the data was produced.
Rigour
In relation to the credibility or authenticity of this qualitative
study,31 the words of participants were used in the description of
findings as much as possible, to strengthen credibility. Adopting
SDT as a theoretical framework, and the RPFS for recovery
categories and interview questions, also improved credibility. This
is because SDT has been widely researched22 and the RPFS has
been empirically validated.26,27 Throughout data collection and
Table 1 Field note application of Spradley’s nine domainsa
Space Locations where observations were recorded. For example, in the art room or cafeteria of the clubhouse.
Actors Staff observed and number of members. For example, staff X and staff Y worked with a group of ten members.
Activity Events that the actors (staff and members) engaged in. For example, a lunch-time cooking group.
Object Physical artefacts present during an activity. For example, food ingredients, stove and other kitchen utensils.
Act Individual behaviours that actors engaged in during an activity. For example, how a staff member used a whiteboard to facilitate task allocation
during a cooking group.
Event Summary title for groups of activities. For example, a fundraising day.
Time Times when periods of observation took place.
Goal The apparent intention of actors during activities. For example, staff sought to involve members in food preparation as much as possible.
Feeling Emotions conveyed by actors during activities. For example, staff appeared happy when several members volunteered to contribute to the
fundraising day activity.
a. From Spradley.25
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analyses, T.R. engaged in regular reviews and discussions with the
co-authors, who are all highly experienced qualitative researchers.
This approach enhanced reflexivity throughout the study.32
Two overarching themes were developed: ‘social environment’
and ‘autonomy support’. The overarching theme of ‘autonomy
support’ is explored in a separate publication.33 The current paper
addresses sub-themes related to the first overarching theme of
‘social environment’.
Results
Participants
Research participants were 12 clubhouse members and 6 staff
members; all study data came entirely from this cohort. Member
participants included eight males and four females, with an average
age of 47 years; all reported a diagnosis of either schizophrenia,
bipolar disorder or schizoaffective disorder; each had been attend-
ing the clubhouse for between 1 and 20 years. Staff participants
included two males and four females, with an average age of 39.
Each had been working at the clubhouse for between 1 and 7 years
and had professional qualifications (e.g. occupational therapy, art
therapy and social work).
Themes
The three sub-themes that related to social environment were,
‘community and consistency’, ‘participation and opportunity’
and ‘respect and autonomy’. Each of these themes will now be
discussed in turn, with direct quotes from field notes prefaced
with the prefix ‘fn’, interview quotes from members with the
prefix ‘m’ and interview quotes from staff members with the
prefix ‘s’.
Community and consistency
Staff members described the social environment at the clubhouse
as being a community that sought to support each member’s
personal recovery journey. This was described by staff with
comments such as:
We are a community before we are a service. The critical thing for us is to provide a safe
and welcoming environment where members… can come in, belong to and take part
in. (s3C)
Likewise, members compared the inclusive, community feel of the
social environment to their experiences with other services. For
example:
In other services that I
,
ve been along to, there seems to be much more of a divide
between staff - often there
,
d be uniforms or… desks and the person sits on one
side…. (while here) it
,
s very open and everyone
,
s sitting around together. (m11W)
This sense of community-reflected principles is outlined in the 36
guiding principles of the organisation, known as the International
Clubhouse Standards.34 These standards were displayed at recep-
tion and in various other places throughout the building, outlining
the purpose of the organisation, the rights of members and
providing guidance for daily activities. The sense of community at
the clubhouse, then, was sustained through the relational routines
crafted to reflect these standards. One such routine was described
in the following field note:
Every day begins with a morning meeting of staff and members where a clubhouse
standard is read aloud. A reflection and debate between members and staff then
follows about the relevance of the standard to mental health recovery. (fn5N)
The standards, together with the routine connected to this reading
of the standards, provided an important means of building and
supporting the community.
There was also debate however, among members and staff,
about the cultural tone of the standards and whether they should
allow more scope for local innovation. These concerns were
exemplified by comments such as:
The clubhouse model was developed so long ago. We feel there is need for it
to evolve. Obviously when the accreditors came they were extremely work
focused, but their culture is American, which is obviously very different – in
Australia it
,
s completely different. So I think it
,
s important for that to be realised.
But everybody has said it takes a very long time for the clubhouse standards to
change. (s2X)
Concerns about how the standards were implemented had been
highlighted during the clubhouse’s most recent accreditation
process. Staff stated:
The accreditor didn
,
t see the benefit of members going for a walk around lunchtime.
He felt that it distracted from the work order day. But we made the point that in
workplaces people can exercise, and I think if you
,
re given those options, you become
more motivated with your work. (s3Y)
Although there were concerns about how concretely the standards
influenced practice, the theme of community was further sup-
ported by the fact that the only criterion to access the clubhouse
was a history of mental illness. Guaranteed acceptance by the
clubhouse was highly valued by members, who made comments
during interviews such as:
I was alienated from my family. I lost my support system. I lost my job. I couldn
,
t pay
my mortgage. I had debts…The clubhouse was the only support system left when
everything (was gone)…it′s been very… welcoming. (m6S)
Furthermore, notions of community and consistency continued to
be extended to members on a lifelong basis, no matter how many
times they needed to access the service:
I think the beauty of this model is that because it
,
s open, you know you
,
re a member
for life, you can transition on as many times as you want. People will transition
through and then we won
,
t see them for a couple of years and then they
,
ll have an
episode and be back in hospital and then they
,
ll transition out again through
us. (s6N)
The episodic nature of mental illness, and the fact that recovery is
seldom a linear process, meant member’s reputation in their
family and friendship groups was often vulnerable. Community
and consistency at the clubhouse facilitated an accepting social
environment that members could rely on – thereby addressing
their feelings of vulnerability.
Participation and opportunity
Another important component of the social environment was the
opportunity for members to develop a sense of competency
through participation in work. Members valued the chance to
build confidence and skills through involvement in a range of
vocational activities. This was illustrated by quotes from inter-
views such as:
The clubhouse
,
s goal is to work. In the sense of – what you decide work is. Is work
keeping well? Is work having a hobby or developing a business? Is work going in and
working in a kitchen? (m1R)
Although voluntary and unpaid, members perceived the voca-
tional work activities as holding value other than money. This was
reflected in comments such as:
Within the structure of the clubhouse you′ve got your daily work…(which) teaches
skills for one… (I) had a lot of difficulty just shopping… but now I can do things. I′m a
lot more able to do things independently as a result of my time… spent at
clubhouse. (m12G)
Many work activities provided opportunities to engage in admin-
istrative duties. Some of these were recorded in the field note below:
Members engage in a wide range of business related activity groups performing
secretarial/reception duties, writing grant applications and the weekly newsletter.
They also publish and fold pamphlets for community groups and organize health
promotion and fundraising events. (fnD5)
Other opportunities to participate included horticultural work
maintaining the clubhouse’s outdoor gardens. There was also a
range of artistic activities for members with creative interests, as
noted below:
I like the activities they have on like the art group and the art deco and the
writer
,
s group and the drama group. I like to get involved. It helps me get
skills. (m5R)
While members generally enjoyed the participation and opportu-
nities on offer, however, there are times that this seemed to
engender such comfort within the clubhouse, that some members
The use of social environment in a psychosocial clubhouse
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lost motivation to pursue opportunities in wider society. This
observation was reflected in the following statement by staff:
Sometimes you
,
ll have people that you
,
re working with and it
,
s actually quite short
term because you sort of can facilitate a lot of stuff and then they move on. It
,
s a little
more difficult with people I think who have been coming here for the last ten years.
That can get a bit more blurry as to what it is you
,
re trying to facilitate other than just
being sort of a social club. (s3Z)
Despite this, vocational programmes inside the clubhouse were
connected to transitional employment support for members
seeking paid employment outside, in the competitive job market.
The way this process worked was explained in the following
vignette provided by a staff member:
…you
,
re giving very practical tasks and showing them how to do them where there is
no sense of failure and then giving them that encouragement that they can do it…
I had a man …with extremely high anxiety who… would just sit at the back of the
dining room and not talk to anyone at all. I helped him work in the kitchen and then he
did one of those transitional employment positions… where they fulfil manual tasks…
That gave him the courage to do a hospitality course… while he was doing it he said,
,
I need to learn a bit more cooking
,
, so he was coming back to the kitchen to cook
once or twice a week. Then he got a job at the kiosk at the hospital and he
,
s been
there now two and a half years. Now he told me about six months ago he became a
team leader. (s1C)
Step-by-step, then, members were supported to gain confidence
and skills, building a sense of competency in relation to the
contribution they could make to the clubhouse and their wider
community.
Respect and autonomy
The theme of ‘respect and autonomy’ was observed in the way
staff members encouraged respectful communication and beha-
viour among members. A relaxed approach to how members used
the service was adopted, meaning that while work activities were
consistent, and participation was encouraged, staff members did
not force members to get involved. Such autonomy was appre-
ciated by members who made comments such as:
I
,
m allowed to work wherever I want, whenever I want, yep. That
,
s what this
clubhouse is all about. Choice, yep. You have as much choice as you like. (m3G)
In a similar vein, members appreciated the way staff members
respected their right to opt out of activities when they wanted to.
This was reflected in statements such as:
I like how you can say no if they ask you to help to work… – it
,
s voluntary, you should
be able to say no at any time. (m10S)
Occasionally, however, promotion of autonomy needed to be
tempered by staff – particularly when individual members began
to speak or act in unsociable ways. Staff members were observed
encouraging polite verbal interaction in a gentle but firm way to
maintain a safe social environment. This is highlighted in the
following comment made by staff:
…they can
,
t help it if they hear voices and respond to voices every so often. But if
they swear… because they do, that′s just not on… I just try to catch it and encourage
polite behavior (s3C)
At the same time, staff members were occasionally required to
monitor access to the service; this was exemplified in the following
vignette of an incident observed during participant observation:
An inebriated man carrying several bags over his shoulder and a bottle of alcohol in
his hand entered the clubhouse and strode over to a computer station swearing
under his breath. Members working nearby appeared startled by the interruption,
dropping their heads and falling silent. A staff member was quick to sense the effect
of the man′s behavior and politely asked him to leave. The man replied he had a
meeting scheduled for midday. The staff member then explained and reinforced that
the clubhouse was supposed to be a safe place to work and socialize, negotiating for
the man to return later in the day for his meeting. (fnD7)
Perhaps the importance of respect and autonomy was best
summed up by a member’s statement below:
After hospitalization, if you
,
ve had an episode, trusting yourself is something you need,
to rebuild again with confidence, and coming to the clubhouse there is automatic trust
in the sense that people feel safe and staff treat you with respect
,
(m1R)
The respect and autonomy facilitated by the social environment at
the clubhouse engendered feelings of safety, trust and confidence.
By building such feelings, members could continue developing a
sense of self-determination and personal recovery.
Discussion
This study revealed three sub-themes that suggested social
environment was instrumental to the way in which recovery
practices were implemented within a clubhouse. The first sub-
theme, ‘community and consistency’, was conveyed by member
and staff descriptions of the clubhouse social environment, as
exceeding everyday notions of ‘service provision’. The sense of
community and consistency within the clubhouse was built on a
set of values and social routines crafted to reflect the International
Clubhouse Standards.34 Because it provided a standardised
approach and attendance was voluntary, the clubhouse tended to
attract people amenable to its values. The longer members and
staff had spent within the clubhouse, the more familiar they
appeared to be with the language of the standards, and this
influenced how they interacted.
In some respects, the notion of drawing people into a mental
health community evoked imagery of traditional institutional
approaches and ran contrary to more contemporary community-
based services, which provide programmes focused on supporting
people to integrate back into wider society. Despite this, Mandiberg
& Warner14 contend that the intransigent social challenges faced by
people with mental illness throughout history legitimise approaches
such as those used in clubhouses. They argue that because recovery
is a process and not an outcome, people with mental illness require
more than services alone, and becoming a member of a community
can restore a sense of identity and belonging, which can contribute
to recovery.14
While promoting community and consistency, use of the
standards was open to critique, because they also appeared to
constrain local innovation. Staff members expressed concern that
the language of the standards, and the way in which they were
interpreted during accreditation, maintained old-fashioned and
enculturated ideas about how work should be conducted. They
also reported that effecting any change to the language or tone of
the standards would take a very long time because any changes
required formal ratification by the central office of the interna-
tional clubhouse movement. While service standards can be
beneficial for promoting purpose within organisations, SDT
research suggests that overly centralised requirements to adhere
to standards can dampen levels of motivation and innovation.22
Despite such concerns, the standards did enable the recovery
practice of quality assurance to be implemented, through the
clubhouse accreditation process. This contrasted with concerns
raised in other mental health research that recovery practices often
lack standardisation, making evaluation difficult.8
The second theme, ‘participation and opportunity’, was
important because clubhouse members, like many people with
mental illness, reported having experienced stigma, unemploy-
ment and damage to their reputation, due to their mental illness.1
Importantly, daily work within the clubhouse was the responsi-
bility not only of staff but also of members. This meant that
working together, to keep the clubhouse functioning, automati-
cally facilitated recovery practices, like collaboration and accep-
tance between members and staff.
Staff members were observed facilitating a range of unpaid
vocational work activities, including but not limited to telephone
reception duties, managing the clubhouse website, producing
marketing and health promotion materials, horticultural work in
the clubhouse garden and food preparation in the clubhouse cafe.
Every job was effectively broken down into achievable, explainable
tasks and allocated to members, according to their level of interest
and confidence. Viewed through the theoretical lens provided by
SDT, such activities, although unpaid, provided a range of
Raeburn et al
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opportunities, through which members could increase skills and
confidence, thereby increasing a sense of competency.
Perhaps the strongest criticism of the clubhouse approach has
come from research focused on models of supported employment,
such as individual placement and support (IPS).11 Critics suggest
that facilitating vocational work in comfortable social environ-
ments can slow people’s re-entry to paid work in wider society.35
During this study, such concerns appeared valid within the
clubhouse, where some members reported having participated in
vocational activities for many years but were in no hurry to pursue
paid employment.
Quantitative outcome research in other psychosocial services
has viewed people who spend years in vocational programmes
without moving on to paid employment, as struggling to
recover.11,36 Such studies highlight the importance of how recovery
is conceptualised by research. Quantitative studies generally assume
an outcomes-focused approach that differentiates between social
recovery, including employment and interpersonal outcomes, and
complete recovery, focused on symptom reduction.5 Such research
approaches contrast with the notion of personal recovery, which as
mentioned above has been used to describe a process of restoring
identity in the context of community.7,14
The final theme of ‘respect and autonomy’, referred to the
trust and freedom, members were accorded within the clubhouse.
Members stated that while engaging and persevering with work
activities were encouraged, participation was not forced on them.
They appreciated having the choice to join, or leave work groups
as they wished, or to stop working, and socialise with other
members when they wanted. Members reciprocated the respect
they were shown by expressing respect for the staff and the rules
of the clubhouse. While firm rules governing safe behaviour, such
as zero tolerance for violence, were observed being enforced by
staff, occasions when this was required appeared rare. The theme
of respect and autonomy connected with SDT, which suggests that
when people experience freedom to make their own choices, they
respond by behaving in socially constructive ways and experience
a more satisfying life.22
Limitations
This study involved a single clubhouse and fieldwork was
conducted with a relatively small group of participants, suggesting
that the participation may have appealed more to people with a
higher rate of involvement in the clubhouse. While the study
explored an accredited clubhouse, there is likely to be variation in
international clubhouse settings depending on local socioeco-
nomic and cultural circumstances. Information collected was also
limited by using participant observation as a data collection
technique. This was because data could only be collected in
situations the researcher was physically present to observe.37
Given the wide array of terms used to describe recovery
concepts in mental health literature, another limitation was the
restriction of recovery categories to those identified by the RPFS.26
Also, because of time constraints follow-up interviews with
participants were not conducted. Such a process may have provided
extra data, and guarded against missing points participants viewed
as important.31 In relation to SDT, larger multisite research,
exploring its use in other contexts and research designs, may
provide confirmation of its viability for guiding recovery-oriented
research.
Implications
It is now common for mental health recovery to be conceptualised
as a personal process requiring a broad range of supports.
Delivering clinical treatment and addressing social determinants
such as employment and housing are vital, however restoring
people’s sense of belonging and identity are also important. This
case study sought to address how recovery practices were perceived
by members and staff within a psychosocial clubhouse and how
recovery practices were embodied in the behaviour of staff.
Self-determination theory provided a helpful theoretical frame-
work for the research, guiding in-depth exploration of recovery-
oriented practice. Utilising participant observation and interviews,
the study revealed that recovery practices were implemented by
using social environment to facilitate a sense of community,
participation and respect. Whether recovery practices experienced
by members within the clubhouse facilitate recovery in wider
society may well depend on links with family, friends and employ-
ment opportunities, outside the clubhouse.
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7.3 Conclusion 
It is now widely accepted that facilitating mental health recovery requires 
more than just medical treatment. Considerations such as, social support, 
employment and access to services along with a wide range of other social 
factors, all have an important role to play. This chapter presented findings 
that Clubhouse staff operationalised recovery-oriented practices by 
providing a social environment characterised by, ‘community and 
consistency’, ‘participation and opportunity’ and ‘respect and autonomy’.  
   For people who have not experienced mental illness, the idea of 
having access to an inclusive, respectful social environment where it is 
possible to engage in unpaid work activities may not seem like much. For 
members of the Clubhouse however, having access to such an opportunity 
meant a great deal. Reflecting the practices found in Clubhouse 
documentation, the social environment within the Clubhouse provided a 
platform for providing autonomy support to members, as they worked 
towards recovery together.  
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CHAPTER 8: AUTONOMY SUPPORT AND 
RECOVERY-ORIENTED PRACTICES WITHIN A 
CLUBHOUSE 
8.1 Introduction 
While a social environment has capacity to provide a platform for recovery, 
how to conduct personal interactions in a way that implements recovery 
oriented practice presents interpersonal challenges. In this, the last findings 
chapter, the overarching theme of ‘Autonomy support’, which emerged from 
participant observation and interviews, is described.  Autonomy support 
included three sub-themes. They were, ‘voice cultivating’, ‘talent scouting’ 
and ‘confidence coaching’.  
8.2 Publication 
The following is from: 
   Raeburn, T., Schmied, V., Hungerford, C., & Cleary, M. (2016). 
Autonomy support and recovery practice at a psychosocial Clubhouse. 
Perspectives in Psychiatric Care (early online, DOI: 10.1111/ppc.12149). 
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Recovery-oriented practice has been adopted by modern
mental health systems worldwide (Hungerford & Kench,
2013; Piat, Sabetti, & Bloom, 2010; Ramon, Healy, &
Renouf, 2007). This approach holds substantial implications
for the way in which staff interact with people living
with severe mental illness. Empirically validated principles
that guide recovery-oriented practice include but are not
limited to providing hope, encouraging participation, and
promoting self-determination (Armstrong & Steffen, 2009).
However, there has been a lack of research regarding how
these principles are implemented by individual mental
health services, which have historically relied on methods
that empower staff rather than those who seek support
(Cleary,Walter, &Hungerford, 2014; NationalMental Health
Commission, 2014). This paper explores how recovery
principles are implemented at an individual psychosocial
clubhouse.
Psychosocial clubhouses provide a collaborative approach
tomental health recovery (Dudek&Aquila, 2012). Following
a typical working week schedule, clubhouses provide people
who have a history of mental illness with the opportunity
to engage in vocational and supported work programs,
alongside paid staff. These programs include, but are not
limited to, business, hospitality, horticultural and social
activities (Raeburn, Halcomb, Walter, & Cleary, 2013).
Rather than using traditional healthcare terms such as
“patients” or “clients,” people who seek assistance are referred
to as “members” of their clubhouse. In this way, an increased
level of equality and empowerment is achieved, as people
with mental illness are treated not as “recipients” of care,
but rather as active and responsible participants (Gregitis,
Glacken, Julian, & Underwood, 2010). Over 300 clubhouses
currently provide services in more than 30 nations—there
is limited research, however, focusing on how individual
clubhouses put recovery principles into action (Raeburn,
Schmied, Hungerford, & Cleary, 2014).
Research at clubhouses has mostly been conducted in
North America where the clubhouse model originated, and
its use is most prolific. There have also been a variety of
papers describing clubhouses internationally, in countries
such as Pakistan (Chaudhry & Mirza, 1983), Sweden
(Norman, 2006), China (Tsang, Ng, & Yip, 2010), and
Australia (Coniglio, Hancock, & Ellis, 2010). Researchers
have examined a number of issues related to clubhouse
programs. For example, Macias et al. (2006) focused
on clubhouse employment programs, emphasizing that
they provide both vocational skills training and ongoing
support once members move into paid employment. Aquila,
1
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Malamud, Sweet, and Kelleher (2006) focused on the
integration of a psychiatry clinic at a clubhouse, suggesting
that integrating access to psychiatry services could provide
a helpful addition to psychosocial programs. While each
of these studies provided valuable knowledge regarding the
efficacy of components of the clubhouse model, they also
highlight the need for research exploring how emerging
trends in recovery are incorporated by individual clubhouses.
This paper is therefore significant because it reports findings
from fieldwork conducted as part of a case study (Stake,
1995; Yin, 2009) that explored how recovery practices are
embodied in the behavior of staff and perceived by members
and staff across all programs within a clubhouse.
Methods
Setting and Design
The study took place at an Australian clubhouse that delivers
a range of structured social, educational, and employment
programs. The service is fully accredited in accordance
with the international clubhouse standards (Moxley, 1993).
Approximately 20–60 people with mental illness, such as
schizophrenia and bipolar disorder, frequent the clubhouse
each day.
A research approach known as instrumental case study
design was adopted. This type of case study has a particular
focus on exploring phenomena and testing theory (Stake,
1995). Two questions were considered, “how are recovery
practices embodied in the behaviors of paid staff within
a clubhouse?” and “how are recovery practices perceived
as being implemented by the paid staff and members of a
clubhouse?” The study was guided by ametatheory of human
motivation known as “self-determination theory” (SDT;Deci
& Ryan, 2012), which has particular relevance to recovery-
oriented research (Mancini, 2008). SDT suggests that human
motivation relies heavily on whether a person’s psychological
need for autonomy, competency, and relatedness is supported
by their social environment. Autonomy refers to a sense
of freedom and choice, competency to a feeling of having
something to contribute to one’s community, and relatedness
to the ubiquitous human need for relational support (Deci
& Ryan, 2012; Raeburn, Schmied, Hungerford, & Cleary,
2015).
Ethics and Recruitment
University Human Research Ethics Committee (HREC)
approval was granted in September 2014 (H10711) and
institutional consent was secured through meeting with
the director, staff, and members of the clubhouse.
Participants included 6 paid staff and 12 clubhouse members
who were recruited through noticeboard advertisements
and word of mouth among members and staff. Information
sheets approved by the HREC were distributed, discussed
with participants, and written consent was obtained.
Data Collection
Data collection was undertaken by the first author during
3 months of fieldwork comprising 120 hr of participant
observation and 18 interviews. Participant observation
involved the researcher observing how six paid staff
implemented recovery practices. Interviews were conducted
with the same 6 paid staff and 12 clubhouse members.
During participant observation, the researcher joined staff
as they worked, seeking to blend in and be unobtrusive to
normal activities (Cleary, 2004). While staff were observed
interacting with clubhouse members during this activity,
no narrative data were generated from such observations
as this was not the focus of this part of the study.
Instead, participation observation involved the researcher
focusing on how recovery practices were embodied in staff
behavior, through common activities, relationships, and
service experiences (Rossman & Rallis, 2011).
Observing individual and group behaviors in this way
illuminated the implementation of recovery practices at
the clubhouse from a front line point of view, facilitating
uncovering of meanings people use to make sense of
experiences at the service (Cleary, Hunt, Horsfall, & Deacon,
2011). Field notes, which are a common technique used by
researchers as a tool to collect observations made during
research, were recorded during this activity in order to
facilitate reflection and build understanding of how recovery
practices were implemented. The observational framework
provided by Spradley (1980) guided this process including
nine dimensions of space, actor, activity, object, act, event,
time, goal, and feeling.
Interviews were conducted with the same six staff who
were involved in participation observation and 12 members,
in a private room at the clubhouse chosen by participants.
Interviews were guided by questionnaires from the Recovery
Promotion Fidelity Scale (RPFS; Armstrong & Steffen,
2009). The RPFS is a measurement tool identified by
the Australian Mental Health Outcomes Classification
Network (AMHOCN; Burgess, Pirkis, Coombs, & Rosen,
2011) as being highly relevant for investigating recovery
practices at Australian-based services (Burgess et al., 2011).
AMHOCN found that the RPFS was developed using
appropriate scientific processes in item development and
testing including techniques such as concept mapping,
principal components analysis, and factor analysis (Burgess
et al., 2011). The scale includes a total of 12 recovery items
covering 5 recovery principles: collaboration, participation
and acceptance, self-determination and peer support,
quality improvement, and staff and consumer development
(Armstrong & Steffen, 2009).
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Analysis
Data were analyzed using theoretical thematic analysis
(Braun & Clarke, 2006). Rather than immediate
familiarization with the data, the first stage involved
the development of a theoretical frame of reference for
the analysis (Fereday & Muir-Cochrane, 2008) through
familiarization with the theory informing the study—in this
case (Deci & Ryan, 2012). The second stage involved the
researcher analyzing the data—in this case, the recovery
practices at the clubhouse informed by the core principles
of SDT, including autonomy, competency, and relatedness.
Analysis then involved coding and development of themes
in light of SDT and the relevance of data to implementation
of recovery practices at the clubhouse. For example, as noted
in “Results” section, one staff commented:
I guess we just allow people to have a voice within the
clubhouse sphere which then obviously down the line
can help them continue with that voice outside of the
clubhouse as well. (s2R)
When this comment was considered with reference to
the principles of SDT, it was coded as relevant to the
implementation of recovery practices because it represented
the interpretation by staff of how they assist clubhouse
members to greater levels of self-expression. This quality is
important because it is linked to people’s ability to experience
autonomy and self-determination, important components of
mental health recovery (Mancini, 2008).
With close attention being given to points of intersection
between the data and principles of SDT, a cyclical analysis
from coding through to developing themes was then
undertaken. This process was guided by Braun and Clarke’s
(2006) six-step process including data familiarization,
generating initial codes, reflection on codes for potential
themes, refinement of identified themes, describing what
is interesting about the themes, and writing findings. Each
step was attended to several times over, before the writing
of a coherent and logical report was completed (Crawford,
Brown, & Majomi, 2008).
During analysis, two major, overarching themes emerged;
these were “autonomy support” and “social environment.”
The overarching theme of social environment has been
addressed in another paper (by authors), which is currently
under review. The sections that follow describe the
subthemes related to “autonomy support.”
Results
Participants
The group of staff participants was composed of four females
and two males with an average age of 39 years. They had
been working at the clubhouse for between 1 and 7 years and
all held professional qualifications in mental health related
fields. The group of member participants was made up of
eight males and four females with an average age of 47
years. Clubhouse attendance ranged between 1 and 20 years
and all reported a history of either schizophrenia, bipolar
disorder, or schizoaffective disorder, diagnoses typical of the
population who attended the clubhouse.
Stemming from SDT (Deci & Ryan, 2012), autonomy
support is a contemporary approach to delivering health
care that suggests people’s health has a greater chance of
improving if health professionals validate the perspectives
of consumers, provide opportunity for choice, and promote
healthy behavior (Zuroff, Koestner, Moskowitz, McBride, &
Bagby, 2012). Autonomy support emerged as an overarching
theme that captured how staff embodied recovery practices,
and how staff and members perceived recovery practices to
be implemented at the clubhouse. This overarching theme
included the following three subthemes: voice cultivating,
talent scouting, and confidence coaching. In the section that
follows, direct quotes from field notes are preceded by the
prefix “fn,” interview quotes frommembers preceded by “m,”
and interview quotes from staff by “s.”
Voice Cultivating
“Voice cultivating” referred to the way staff constantly
sought to encourage members to express themselves and
realize the value of their opinions. This process reflected
the recovery principles of participation, acceptance, and self-
determination, as explained by a staff member below:
I guess we just allow people to have a voice within the
clubhouse sphere which then obviously down the line
can help them continue with that voice outside of the
clubhouse as well. (s2R)
Such encouragement to express views and opinions
contrastedwithmembers’ experiences at someother services,
where they reported having felt a need to be cautious about
what they said, depending on who their audience was. This
was alluded to by one member in the following way:
Being in hospital can be a very isolating experience
because you just don’t know what to make of the
situation. Fundamentally, you’re frightened to say
things because of the consequences that might happen.
(m12G)
Learning to overcome the effects of such past experiences
and the anxiety of engaging with a new social group meant
that voice cultivating was often a slow process. This was
reflected by member comments such as:
3
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When I first came here I wasn’t very social but now I’m
pretty social – it took me a few months to start being
social with people. (m5R)
Another way the theme of voice cultivating was evident
at the clubhouse was in the way the organization was
administered. Members were observed participating in
all activities. These included weekly service planning
and monthly high-level management meetings. Such
involvement was recorded in field notes such as:
Members are involved in every aspect of management
except for staff wages – those are taken care of by the
Director. Member involvement in staff performance
evaluations and all management committees is
guaranteed. (fn12D)
Members spoke with enthusiasm about their involvement
in this flat and inclusive organizational management style as
outlined below:
I’m on the clubhouse advisory board … it meets once a
month, we provide advice on things like the goals,
mission statements and things like that. (m9A)
Such involvement facilitated opportunities for members
to build skills through collaboration with staff. Voice
cultivating was not limited to self-development activities, it
also provided the chance for members to assist others, as
reflected by member statements such as:
I’ve had input on hospital visitations in terms of
throwing a lifeline to other people to help them out of
the hospital back into the community, and also—in that
respect I’ve been a consumer representative. (m12G)
Involvement in the organization’s quality assurance cycle
was also consistently encouraged through a mixture of
informal discussion and formal surveys. This approach was
appreciated by members who stated:
There’s a suggestion box and you can be anonymous.
Or you don’t have to be, you can always approach the
staff and say, well how does this work? Should we
change it? It’s totally encouraged, we’re on a very level
playing field here. (m1R)
With such comments, members expressed a preference for
providing informal verbal feedback as needed.
Talent Scouting
The theme “talent scouting” described how staff sought to
identify member’s interests and strengths and then link them
to opportunities to participate in work activities. As one staff
member explained:
My business card says I’m a “mental health
rehabilitation worker” [laughter], but I think I’m more
like a talent scout … suggesting members to have a go,
to follow what they’re interested in or good at, and to
stick with it. (s3C)
In this way, staff constantly sought to match member’s
skills with work opportunities, encouraging them as active
participants in the day-to-day work of the service.
The need for staff to work as talent scouts was heightened
because programs were deliberately structured to encourage
member involvement. This was observed in the following
field note:
The clubhouse deliberately employs low numbers of
staff, at times having as few as 3–4 staff providing
programs to 60 members. This has the effect of making
completing necessary work impossible without high
member involvement. (fn3N)
Staff viewed talent scouting as a skill essential to
completing their day-to-day tasks, as captured by the
following remark:
You have to be good at engaging people to make sure
that you build relationships so that eventually you have
a reliable team that will help you do the work’. (s1C)
Members displayed a variety of employment backgrounds
such as computer technology, hospitality, military, building
trade, or financial sector. For some members, talent scouting
involved engaging in new activities and learning new skills.
For others, it provided opportunity for them to rebuild
confidence in areas they already had previous experience in.
For example:
I used to work at a hotel in Sydney … I’m involved in
the kitchen all the time now because they need a good
chef here. Plus just to show some of my experience to
them. (m2S)
Members also exhibited varying degrees ofmotivation and
interest in reentering the paid workforce. Some used the
clubhouse as a resource to make a relatively quick transition
back into a paid job. This was reflected by statements such as:
My confidence is pretty good at the moment. … I
think that next year I’ll be back in the job market. I
actually think that I have a lot to contribute. (m12G)
Other members were not seeking paid employment but
stated they found the daily structured programs helpful
for managing their symptoms of mental illness. This was
expressed by comments such as:
4
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I come to the Club to meet people and just being able to
do something to concentrate. If I don’t concentrate and
I don’t do anything the damn demons get me. (m8A)
Talent scouting therefore accepted and respected
member’s self-determined choices regarding their
involvement in and use of programs at the clubhouse.
Using this approach, staff sought to personalize work activity
to each individual’s interests. Members appreciated this
personalized approach making comments such as:
What happens is that you aren’t pigeonholed, you
aren’t treated as a number, you aren’t treated as
anything else but who you are, and the associated
difficulties you might be able to get help with. (m11W)
No matter what stage of their recovery journey, members
described the strength identification and linking process,
which took place in the process of talent scouting, as a
personally tailored experience.
Confidence Coaching
“Confidence coaching” captured the way staff inspired,
guided, and worked alongside members to build confidence.
This theme emerged from the way staff perceived the process
of mental health recovery:
I mean the key principles of recovery to me are – it’s
just all about the self-direction and autonomy and the
ability to sort of choose your own version of recovery –
you know and through that learning confidence. (s6N)
Interestingly, the process of facilitating such self-direction
seldom involved directly speaking with members about
their mental health. Instead, staff interaction associated with
confidence coaching was normally work related:
I don’t probe them and say, how’s your mental illness
today? I never ask them questions about their illness.
It’s more likely to be work oriented questions like what
do we need in the kitchen? How’s the pantry looking?
(s4R)
It was therefore less about reflecting on member’s
experience of illness and more focused on facilitating
involvement in activities that might assist them to build skills
and confidence:
You start building up confidence and with confidence
comes independence – if we’re ticking along really well
the staff shouldn’t be doing anything without a
member involved and also should always just be sort of
facilitating as opposed to doing. (s5J)
Confidence coaching also included practical demons-
tration and support as staff worked alongside members role
modeling. This was appreciated by members:
They push but they do it in a really friendly way, not so
clinical. They’ll come along with you… Like they’re
not just going, ‘Do it, here’s a pamphlet’. They’ll come
with you and show you. (m8A)
Confidence coaching was facilitated through regular
recovery goal setting meetings as described in the following
field note:
Each staff member has a group of members who they
meet with on a monthly basis for goal setting. The
meetings provide opportunity for staff to assist
members to map their progress and make future goals.
(fn10N)
Members described this as an incremental confidence
building exercise:
The staff help me … on the goal-planning sheet we
write down when we expect to have the goals – we
break up the goals and work out where we’re going to
do each step. (m4A)
In this way, confidence coaching included a mixture of
talking, evaluating, and goal setting.
A stepped care approach was adopted, offering higher
levels of guidance to members who required it and tapering
off to lower levels of support as higher levels of confidence
was attained. The effect of the process was explained by a
member:
I think you learn about becoming empowered, learning
to stand on your own two feet … because people think
you’re a freak or something if you’ve got a mental
illness. They don’t realise that you’re just like anybody
else. (m7J)
Confidence coaching therefore complimented voice
cultivating and talent scouting, facilitating autonomy
support as members worked toward recovery together.
Discussion
Recovery-oriented principles are widely promoted by
modernmental health policy and are increasingly reflected in
the documentation of services (Raeburn et al., 2014). There
is a substantial body of work focused on understanding
and measuring peoples individual experiences of recovery
from mental illness (Lloyd, King, & Moore, 2010; Sklar,
Groessl, O’Connell, Davidson, & Aarons, 2013) and
a variety of authors have developed recovery-oriented
service measurement tools (Burgess et al., 2011). Despite
this research, it remains unclear how recovery principles
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translate into the routine practices of individual psychosocial
rehabilitation services such as psychosocial clubhouses
(Raeburn et al., 2014).
Research guided by SDT exploring healthcare practices at
hospitals andmedical and psychology clinics has highlighted
the importance of a concept called “autonomy support.”
Effective autonomy support is characterized by actions that
validate the feelings, opinions, and choices of consumers
(Williams et al., 2006). At this clubhouse, autonomy support
emerged as an overarching theme that described how
recovery practices were implemented. It included staff
efforts in voice cultivating, talent scouting, and confidence
coaching.
The process of voice cultivating, whereby staff encouraged
members to express and value their own perspectives, may
seem like common sense. But this does not always occur
in healthcare settings, where several studies have indicated
that encouraging the views of consumers is unusual because
higher value is often placed on the priorities of staff and the
objectives of services (Cleary et al., 2014; Ng et al., 2012).
One example of the positive effects that voice cultivating
had at the clubhouse was observed in members’ willingness
to offer direct feedback to staff. Although a suggestion box
was available for anonymous feedback, members stated they
preferred expressing their views verbally to staff because they
felt confident that their opinions would be acknowledged and
responded to in a timely, appropriate manner.
The comfort expressed by members regarding offering
direct feedback appeared to be a consequence of the
encouragement and respect offered by staff at the clubhouse.
In this context, the relevance of offering mechanisms for
anonymous feedback may be questionable within a recovery
framework because in one sense such processes hold
potential to reinforce disproportionate power. For example,
operationalizing anonymous feedback normally requires not
only the person offering feedback to be anonymous, but
also the people who have access to the feedback tend to be
a small group (usually managers) within an organization.
Encouraging the maintenance of small management groups
who have privileged access to certain types of information
may be perceived as working against recovery principles such
as inclusiveness and collaboration.
Organizations that fail to collaborate with staff and
adopt authoritarian management styles generally have a
negative effect on employee well-being and struggle with
low productivity (Deci et al., 2001; Stone, Deci, & Ryan,
2009). In contrast to such approaches, “talent scouting” at the
clubhouse sought to identify members interests and provide
them with choice regarding their level of involvement (Ryan,
Lynch, Vansteenkiste, & Deci, 2010). Member comments
reflected their perception that their individuality and right
to choose their level of involvement was respected and
interactions between staff and members were not observed
to be controlling or coercive in any way. This approach
differed considerably with members’ experiences at other
services, where they reported feeling forced to engage in
activities. By engaging with and supporting the goals of
members, the clubhouse therefore stands in contrast with
historically disempowering practices that have tended to
pressure people to repress their desires in order to avoid
negative consequences (Sheldon, Williams, & Joiner, 2008).
When engaged in “confidence coaching,” staff adopted
a very accepting view of the variety of symptoms that
members may experience during any one day. This tended
to limit focus on members’ experiences of mental health
problems and drive staff toward providing positive practical
assistance in the recovery process. For example, at times
members would exhibit episodic thought disorder and
disorganized behavior, but the clubhouse way of assisting
them was not to ask members if they had taken their
medication or attempt to analyze their thoughts. Instead,
while offering compassion and acknowledgment, staff would
ask members about an activity, encourage involvement, and
continue working alongside them. As such, the clubhouse
did not seek to adjust or control members’ thoughts,
feelings, or attitudes. Instead, staff tended to be focused
on maintaining respectful communication that encouraged
expression, supported choice, and promoted freedom.
Limitations
Generalizability of these findings is limited because the
research occurred at a single clubhouse. The study was also
restricted to a small group of just 18 service participants’
meaning that participation may have drawn people with
higher rates of motivation and participation, thereby
affecting results.
Conclusion
SDT is increasingly considered a viable theoretical
framework for informing recovery-oriented practice
research. Despite this, few studies have reported findings
outlining its application to research of recovery practice
in psychosocial care. This study found that a concept
derived from other health-related research involving SDT
referred to as “autonomy support” can be used for describing
how recovery practices are implemented at a psychosocial
clubhouse.
The findings of this study corroborate the applicability of
SDT and autonomy support to recovery-oriented research.
The findings will benefit the clubhouse involved and may be
useful for other mental health services considering recovery-
oriented practice. In future, a multisite case study that
incorporates several psychosocial clubhouses may be useful
to explore whether autonomy support and the subthemes of
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voice cultivating, talent scouting, and confidence coaching
are consistent qualities at other clubhouses.
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8.3 Conclusion 
This chapter reported that ‘autonomy support’, was the second of two 
overarching themes that emerged from participant observation and 
interviews within the Clubhouse. Autonomy support is also a term used in 
SDT, where it describes a supportive process that promotes freedom and 
encourages people to make self-determined choices.   
   Autonomy support within the Clubhouse was characterised by three 
sub-themes. The first was ‘voice cultivating’, which referred to how 
members were encouraged to express and value their own perspectives. 
Next was ‘talent scouting’, which captured how members were engaged in 
work activities. Last, was ‘confidence coaching’, which denoted how staff 
inspired, and guided members towards recovery. 
   This chapter, highlighted the importance of autonomy support in 
recovery-oriented practice and confirmed the relevance of SDT as a 
theoretical framework in recovery-oriented research. The information 
reported in the three findings chapters will now be discussed in the final 
chapter. 
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CHAPTER 9: DISCUSSION 
9.1 Introduction 
How best to assist people towards mental health recovery provides 
ongoing challenges for policy makers and services worldwide. Over the 
past three decades, a large body of literature has illustrated the wide 
variety of ways people with a history of mental illness experience recovery. 
Research has also sought to elucidate how the concept of recovery is 
conveyed in healthcare policies, in various countries and cultures. Such 
investigations have consistently demonstrated that recovery is a personal 
process that cannot be explained with reference to a single experience or 
definition. Services that implement practices focused on facilitating 
personal recovery, are referred to as delivering ‘recovery-oriented 
practices’. This study has explored the complex phenomena of how such 
practices are implemented within an Australian psychosocial Clubhouse. 
   This chapter provides a discussion of the study in the context of 
contemporary recovery-oriented mental healthcare. A brief outline of the 
research precedes a discussion of the findings and their implications. 
Strengths and limitations of the study are considered, followed by the 
conclusion. The study is important because, while recovery principles are 
promoted in the mental health policies of Australia and many other 
countries, there is limited evidence regarding how recovery-oriented 
practices are operationalised within individual services, such as 
psychosocial Clubhouses.  
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9.2 The study 
Case study design was used to explore how a psychosocial Clubhouse 
implements practices that promote recovery from mental illness. The study 
was informed by self-determination theory (SDT) (Deci & Ryan, 2012), a 
meta-theory of human motivation identified by mental health academics as 
being well suited to informing recovery-oriented research. This is because 
SDT’s three core principles, relatedness competency and autonomy, 
address key  components of recovery-oriented practice (Fitzgerald et al., 
2015; Mancini, 2008).   
Specifically, the case study addressed the following three questions: 
a. How are recovery practices reflected in the documentation of a 
Clubhouse? 
b. How are recovery practices embodied in the behaviours of staff 
within a Clubhouse? 
c. How are recovery practices perceived as being implemented by staff 
and members within a Clubhouse? 
These questions are important because how individual services like this 
Clubhouse implement recovery-oriented practices has not been widely 
explored.  
9.3 Overview of study findings 
The study revealed that recovery-oriented practices were implemented in 
three main ways. First, the documentation review found that recovery-
oriented principles were consistently presented in the documents of the 
Clubhouse. Second, the Clubhouse used its social environment to facilitate 
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recovery-oriented practices. Finally, autonomy support was used to assist 
members of the Clubhouse as they worked towards recovery. Each of 
these findings are illustrated in figure 9.1 and are then summarised in the 
sections below.  
     Figure 9.1: Overview of findings 
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9.3.1. Documentation  
A comprehensive documentation review (see chapter 6) found that the 
principles of recovery-oriented practice were strongly represented in 
Clubhouse documentation. Content analysis of the documents was guided 
by the Recovery Promotion Fidelity Scale (RPFS) (Armstrong & Steffen, 
2009) and found recovery categories such as collaboration, acceptance 
and participation were consistently represented. These values stood in 
contrast with the struggle, stigma and isolation often associated with mental 
illness (Corrigan, Bink, Schmidt, Jones, & Rüsch, 2016). 
9.3.2. Social environment  
Thematic analysis was used to analyse data from participant observation of 
staff and interviews with members and staff in the Clubhouse. There were 
two overarching themes identified that reflected how recovery practices 
were operationalised. The first theme was that the Clubhouse facilitated a 
‘social environment’ conducive to recovery (described in chapter 7). The 
social environment was characterised by three sub-themes, ‘community 
and consistency’, ‘participation and opportunity’ and ‘respect and 
autonomy’. These themes referred to the accommodating approach within 
the Clubhouse, that contrasted with traditional mental health services which 
have tended to position people with mental illness as patients or clients in 
need of treatment (Wand, 2015). 
9.3.3. Autonomy support  
The overarching theme of ‘autonomy support’ was the third major finding of 
the study (see chapter 8). Commonly referred to in research that is 
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informed by self-determination theory (SDT) (Deci & Ryan, 2012), 
‘autonomy support’ refers to healthcare that validates people’s feelings, 
opinions and choices.  
 In the Clubhouse, autonomy support was characterised by three sub-
themes. The first was, ‘voice cultivating’, which described how Clubhouse 
members were encouraged to value and express their own perspectives. 
Second was ‘talent scouting’, which captured how staff identified the talents 
and skills of members and engaged them in work activities. Finally, 
‘confidence coaching’, described how staff encouraged and guided 
members towards recovery.   
 As reported in chapter 8, each of these sub-themes were important to 
members, who described a range of backgrounds and accessed the 
Clubhouse for a variety of purposes. Some used it as a stepping stone to 
make a relatively quick transition back into the paid workforce and social 
independence. Others were not seeking paid employment or social 
independence but described the regular structured activity and the social 
support within the Clubhouse as helping them to manage their symptoms 
and pursue their personally defined recovery journey. 
9.4 Data triangulation 
Common sources of data used in case studies include but are not limited 
to, documentation, archival records, interviews, direct observation, 
participant observation and physical objects (Yin, 2009) (see chapter 4). 
While no individual source is considered significantly better than any other, 
a rationale for using several types of data is the triangulation of evidence 
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(Patton, 2015). As referred to in figure 9.1, this case study adopted a 
qualitative research paradigm which took place in two phases (see chapter 
5). During the second phase, triangulation occurred in two ways. First, data 
collection triangulation, involved the use of two different data collection 
techniques, participant observation and interviews. Second, data source 
triangulation, was used to consider the perspectives of two different groups 
within the Clubhouse, staff and members (see chapter 5).  
   An example of how data source triangulation benefitted the study was 
the way it assisted interpretation of staff’ and members’ perspectives 
regarding the sub-theme, ‘respect and autonomy’ (see chapter 7). 
Members expressed during interviews that their right to choose how they 
behaved and what activities they got involved in, was respected within the 
Clubhouse. This included their right to say ‘no’, and refuse to be involved in 
work activities when they wished. In contrast, staff offered a different 
perspective, emphasising that an important way they facilitated members’ 
autonomy, was by maintaining boundaries regarding acceptable behaviour. 
In relation to data collection triangulation, examples of how staff embodied 
behaviour that maintained such boundaries, were observed during 
participant observation. These observations were compared with the 
perspectives shared by staff and members during interviews (see chapter 
7). Triangulation therefore, allowed contrast and comparison and to occur, 
as recovery practices were considered from a variety of angles and a 
richer, more nuanced understanding was formed. 
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9.5 Discussion of study findings 
Several key issues emerge from the study findings. First, it is important to 
consider what influence adopting a personal recovery conceptualisation 
had on the findings of the study. Second, it is important to discuss the utility 
of self-determination theory (SDT) as a theoretical framework for recovery-
oriented research. Third, there is a need for flexibility in relation to the 
application of Clubhouse accreditation standards. Fourth, representing the 
Clubhouse authentically, rather than describing it merely as a series of 
programs is important.  Lastly, viewing the Clubhouse as a community is a 
salient issue. Each of these topics will now be discussed in turn. 
9.5.1 The influence of the personal recovery concept 
 
As outlined at various points throughout this thesis, mental healthcare has 
traditionally been dominated by a clinical conceptualisation of recovery, 
which views mental illness as a disease in need of treatment and cure 
(Slade et al., 2012). Such approaches tend to have a strong focus on 
diagnoses, treatment and applying functional measurements such as 
screening for symptom reduction, return of occupational function and social 
independence (Drake & Whitley, 2014).  
   If data collected in this study had been assessed using a clinical 
recovery conceptualisation, some members within the Clubhouse may 
have been regarded as people who had become service dependent. Such 
members, referred to by staff during interviews, tended to remain in the 
Clubhouse for many years without transitioning to independent paid 
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employment. Such interpretations are common in psychosocial 
rehabilitation studies that apply the concept of clinical recovery  (Lim, 
Barrio, Hernandez, Barragán, & Brekke, 2015). The application of the 
concept of clinical recovery may therefore have challenged the 
implementation of the Clubhouse’s recovery practices for such members 
(See chapter 7).  
   As explained previously, the concept of personal recovery emphasises 
the ability of people with a history of mental illness to live a satisfying life 
with or without the presence of symptoms, pursuing occupational and 
social endeavours of their choice. The use of a personal recovery concept 
therefore had a strong influence on how this study’s findings were 
interpreted. From this perspective, Clubhouse members who remained 
heavily involved in roles within the Clubhouse for many years were not 
conceptualised as service dependent. Instead, they were viewed as people 
with a history of mental illness who chose to pursue their personal recovery 
journeys by spending most of their time within the Clubhouse community.  
   The value of lifelong access, social support and friendship for people 
with a history of mental illness was observed in a study of ten American 
Clubhouses (Conrad-Garrisi & Pernice-Duca, 2013). The study highlighted 
the theme of ‘mattering’ among people with lived experience of mental 
illness. Mattering was referred to as a sense of belonging to a group where 
a person felt that other members depended on and were interested in 
them. Researchers found that a sense of mattering enhanced Clubhouse 
members recovery and reduced their experience of stigma (Conrad-Garrisi 
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& Pernice-Duca, 2013). The theme of mattering resonated with findings 
related to the social environment in the Australian Clubhouse studied, with 
members appreciating their sense of belonging and contribution.  
9.5.2 Utility of self-determination theory 
While self-determination theory has been used to inform a wide variety of 
healthcare research (Ng et al., 2012), its application in the field of mental 
health recovery has only recently begun (Fitzgerald et al., 2015; Moran, 
Russinova, Yim, & Sprague, 2014). As noted previously, SDT’s core 
concepts of competency, relatedness and autonomy, proved very useful as 
a theoretical framework in this case study, supporting its utility in future 
recovery-oriented research. As described in chapter 8, a striking quality of 
practice within the Clubhouse, was how staff used an SDT construct known 
as ‘autonomy support’, to extend accepting and trusting attitudes to 
members.  
   Autonomy support in the Clubhouse meant members were 
encouraged to make their own choices about involvement. As described by 
member statements in chapter 7, challenging experiences of mind and 
mood encountered during episodes of mental illness commonly lead to a 
crisis in confidence. During a psychotic episode for example, people may 
be distracted by perceptual abnormalities such as auditory hallucinations, 
may struggle to communicate due to disordered thoughts, or become 
confused about something as familiar as their own identity. Such cognitive 
difficulties commonly lead to problems socialising, maintaining employment 
and organising behaviour (American Psychiatric Association, 2013). 
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Experiences like these, along with a range of other symptoms, were 
common among members of the Clubhouse. In this context, autonomy 
support was strongly valued by members, who appreciated its 
encouragement of self-expression, talent identification and confidence 
coaching (see chapter 8).  
   While members’ feelings of autonomy may be increased through 
participation in  vocational programs within the Clubhouse, critics have 
argued that involvement in such activities may hamper participants pursuit 
of paid employment (Killackey et al., 2006; Ritsner, 2011). Such criticism 
may well be worthy of debate – even so, it is important to acknowledge that 
alongside vocational activities, the Clubhouse also strongly encourages 
members to work towards paid employment, through its transitional and 
supported employment programs. The Clubhouse’s promotion of paid 
employment suggests there may be other factors besides vocational 
activity programs that act as disincentives for members to pursue paid 
work.  
   There is a substantial body of research that suggests a major 
disincentive for people with mental illness to pursue paid employment is 
workplace stigma and discrimination (Brohan & Thornicroft, 2010; Hanisch 
et al., 2016; Krupa, Kirsh, Cockburn, & Gewurtz, 2009). Stigma towards 
people who experience mental illness can influence workplace 
considerations such as, intention to commence employment, access to 
promotions, numbers of sick day’s taken and early retirement. It can also 
negatively affect help seeking behaviour,  lead people to cease mental 
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health treatment and have a range of adverse effects on workplace peer 
relationships (Hamann, Mendel, Reichhart, Rummel-Kluge, & Kissling, 
2016).  
   Ironically, another disincentive that can influence people with mental 
illness interested in paid employment, is created by government welfare 
payments. In Australia, adults with a history of mental illness such as 
schizophrenia are able to access a welfare payment known as the Disability 
Support Pension (DSP) (King et al., 2006). The DSP provides long term 
fortnightly cash payments, along with subsidised rent and public transport 
benefits. For a variety of reasons, such as low levels of education and 
episodic employment histories, many people who are unemployed with 
mental illness are only able to access low paying jobs. This means that 
people with mental illness who currently access the DSP, but who are 
interested in paid employment, are faced with a difficult predicament. Even 
if they secure paid work there is often little or no financial benefit in doing 
so (King et al., 2006; Waghorn et al., 2012). This is because taking up 
employment on a low level wage means they lose access to their DSP 
payment and need to enter the private rental market. This commonly has 
other implications, such as having to move premises to find affordable rent 
and travel long distances to and from work.  
   Societal barriers to paid employment for people with mental illness 
such as workplace stigma and the vagaries of the welfare system, highlight 
the challenges of pursuing recovery in the world outside the Clubhouse. As 
Slade et al (2015) observed, while mental health organisations may 
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successfully implement recovery-oriented practices internally, unless 
systemic societal barriers that prevent people with mental illness from 
participating as full citizens in the world are removed, recovery and 
autonomy for many people will remain illusory. It is therefore important that 
in future, self-determination theory’s utility as a theoretical framework, is not 
only used to explore recovery inside mental health organisations like this 
Clubhouse, but also to investigate issues related to operationalising 
recovery in the wider world.  
9.5.3 Accreditation standards, flexibility and recovery  
As outlined in the document review (see chapter 6), recovery principles 
such as collaboration, participation and acceptance, were strongly 
presented in Clubhouse documentation. This use of documentation 
demonstrated the Clubhouse had an organisational commitment to 
recovery-oriented practice. Such organisational commitment reflected Le 
Boutillier and colleagues (2014) international review of government policy 
guidelines (see chapter 1), which identified ‘organisational commitment’, as 
one of four core recovery practices. 
   While recovery principles were consistently presented in the 
documentation, there was a relatively low reference to the principle of ‘self-
determination’. This raised concern that members may be susceptible to 
group think, or a tendency to maintain unanimity, rather than express 
opinions that differed from organisational norms inside the Clubhouse (see 
chapter 6). Concerns about group think were reinforced by staff comments 
during interviews. Staff observed that inflexible approaches to how the 
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Clubhouse standards are interpreted accreditors, may hamper expression 
and innovative ideas among members and staff (see chapter 8). 
   The importance of Clubhouse accreditation has long been 
emphasised by research. Studies have found that accredited Clubhouses 
deliver a wider variety of programs and produce better employment 
outcomes for members (Hänninen, Afzal, & Wahlberg, 2014; Macias, 
Barreira, Alden, & Boyd, 2001; Propst, 1992). Accredited Clubhouses now 
operate throughout the continents of Asia, Africa, Australasia, Europe, 
North America and South America. Given the model is being used in so 
many different countries, Karlsson (2013) has suggested that a more 
flexible, culturally adaptive approach to Clubhouse standards and 
accreditation processes should be developed. 
   Flexible adaptation of the Clubhouse standards and accreditation 
processes has been supported by research exploring the local cultural 
adaptations needed to implement the model in Hong Kong, Japan, Sweden 
and Taiwan. In Hong Kong, cultural values based on the ethical teachings 
of the ancient Chinese philosopher Confucius, were observed to influence 
the interactions between members and mental health nursing staff within a 
Clubhouse (Wong, 2010). In Sweden, a Clubhouse gave up pursuing 
accreditation because it was unable to implement a transitional 
employment program that met the requirements of its local welfare system 
and disability law (Matsui & Meeuwisse, 2013).  
   In Japan, where a clear cultural divide between professionals and 
consumers is deeply rooted, another Clubhouse has been unable to secure 
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accreditation because it was judged to be too professionalised to meet the 
accreditation standards (Matsui & Meeuwisse, 2013). Meanwhile in Taiwan, 
a creative adaptation of the Clubhouse model has also been unable to 
access accreditation. Apparently the reason for this was because the 
Clubhouse relied too heavily on a traditional approach involving families, 
who provide culturally relevant and economically sustainable support to 
members. Although inspired by the Clubhouse model, this kind of 
adaptation apparently doesn’t fit current requirements demanded by 
Clubhouse accreditation (Wang & Lu, 2013). While the Clubhouse 
accreditation process has been developed in order to promote fidelity to the 
model, the examples outlined above support the views of staff at the 
Australian Clubhouse explored in this thesis, who suggested local context 
should to be taken into account as part of the Clubhouse accreditation 
process (chapter 8). 
9.5.4 Representing the Clubhouse authentically 
One of the issues that emerged during this study was how to adequately 
represent the Clubhouse as a community of people rather than a set of 
programs (see chapter 2).  Several authors have observed that the 
Clubhouse model has been misrepresented in research (Killackey et al., 
2006; Macias, Jackson, Schroeder, & Wang, 1999; Ritsner, 2011). Such 
misrepresentations often appear to occur in the process of the Clubhouse 
model being used as a comparison or control group for measuring the 
effectiveness of other programs. As a result, Clubhouses have tended to be 
misrepresented as a series of employment programs. 
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   Examples of this kind of misrepresentation have occurred in two 
systematic reviews (Crowther, Marshall, Bond, & Huxley, 2001; Kinoshita et 
al., 2013) and a recent review protocol (Suijkerbuijk et al., 2015). Despite 
being published over a period of fifteen years, each of these papers provide 
descriptions of the Clubhouse model that refer to a conference paper over 
twenty three years old (Bilby, 1992). Based on this conference paper, each 
review makes the claim that Clubhouses require members to complete 
transitional employment placements before they are encouraged towards 
independent employment.  
   While all publications are open to interpretation and misquoting is 
generally hard to prove (Cleary, Sayers, Walter, & Nicoll, 2016), such 
references to Bilby’s (1992) conference paper clearly misrepresent 
Clubhouse research, which has repeatedly and specifically stated that 
within the Clubhouse model there is no requirement for members to 
engage in transitional employment programs. Rather, members are 
provided with a range of employment programs to choose from as needed 
(Henry, Barreira, Banks, Brown, & McKay, 2001; Macias et al., 1999). Such 
misrepresentations of the Clubhouse model overlook the complex findings 
of a wide range of studies that have described Clubhouse employment 
programs during the past two decades (Jacobs, 1997; Macias, Kinney, & 
Rodican, 1995; Macias et al., 2006; Schonebaum & Boyd, 2012; Stein, 
Barry, Dien, Hollingsworth, & Sweeney, 1999)   
   By concentrating on providing a communal and participative social 
environment with autonomy support (see chapters 7 and 8), the Clubhouse 
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explored in this case study encouraged members to pursue their self-
defined, personal recovery journey. Programs such as the work ordered 
day, transitional employment and supported employment formed an 
intertwining tapestry of opportunities that members were encouraged to 
move freely between as they wanted. As described by interview 
participants (see chapter 7), the social environment observed in the 
Clubhouse was therefore more fairly represented as a community, than a 
set of programs. 
9.5.5 Viewing the Clubhouse as community 
A variety of opinions have been expressed by researchers about how best 
to facilitate personal recovery. Researchers such as Slade et al (2014) 
suggest that addressing the attitudes of mainstream society, so that people 
with lived experience of mental illness can experience restoration of their 
human rights as full citizens, should be a major focus of recovery-oriented 
practice. A different perspective is expressed in a discussion paper by 
Mandiberg and Warner (2013) who, while agreeing that continuing to 
address societal attitudes and stigma is important,  observe that attempts 
to reintegrate people with severe mental illness to mainstream society  
have been made for over one hundred years without wide success. They 
argue that supporting people with a history of mental illness to form their 
own identity communities, offers an additional approach where people can 
gain the sense of belonging and freedom they need to pursue personal 
recovery. The overarching theme of social environment that emerged in 
chapter 7 of this case study and its subtheme of community and 
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consistency, supported the idea that the Clubhouse was best understood 
as a community, rather than as a service.  
   Viewing the Clubhouse as a community rather than a service, also 
resonates with the observation made by sociologist Richard Sennet (2011), 
that throughout history groups of oppressed people have formed 
communities in an effort to support each other in ways that challenge the 
predominant values of their culture. Reflecting on the experience of the 
Jewish community in 16th century Venice, Sennett contends that things 
people are stigmatised for, often become an icon of their oppression, 
leading them to join with others who identify with their experience, and form 
a community of cultural outsiders (Sennett, 2011). 
   Within the Clubhouse, access to membership of the community was 
made possible through identifying as a person with a history of mental 
illness (see chapter 2). This was counter cultural, because as previously 
outlined in this thesis and in other large bodies of research (Corrigan et al., 
2015; Corrigan, Morris, Michaels, Rafacz, & Rüsch, 2012), having a mental 
illness in modern society continues to be associated with stigma and 
vulnerability. The Clubhouse social environment of community, participation 
and respect, that welcomed people with a history of mental illness as 
members, rather than outsiders, promoted citizenship and inclusion within 
the Clubhouse community, an important element of recovery-oriented 
practice (Le Boutillier et al., 2014; Slade et al., 2015).  
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9.6 Implications of findings 
This section describes implications that emerged from findings of this case 
study. The first implication is the opportunity to broaden the role of the 
Clubhouse. Second, it remains important to continue presenting recovery 
principles in service documentation. Third, there is a need to lobby for a 
flexible approach to Clubhouse accreditation. Finally, the Clubhouse should 
endeavour to increase its evidence base.  
9.6.1 Broaden the role of the Clubhouse 
Ongoing involvement of members in unpaid work within the Clubhouse 
raised concern regarding how members might become isolated from wider 
society and how they would cope if government funding was removed from 
the Clubhouse. As raised in the documentation review in chapter 6, a way 
the Clubhouse could broaden its role and sustainability, would be to reduce 
its reliance on government grants by adopting a self-sustaining social firm 
approach to funding (Svanberg, Gumley, & Wilson, 2010). Social firms are 
similar to the Clubhouse in that they are owned and operated by their 
members. Where they differ, is that they do not rely on government 
funding. Instead, members pool their talents and establish self-sustaining 
small businesses that provide each member with a living wage (Mancino & 
Thomas, 2005; Ritsner, 2011).  
   While there has been minimal research assessing the outcomes of 
social firms, they are increasingly popular in Australia and throughout the 
western world, particularly in Europe (Killackey et al., 2006). In Australia an 
advocacy group called Social Firms Australia (SOFA, 2016) has been 
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established, and nominates assisting people with mental illness into 
sustainable work as a high priority. There is a growing number of Australian 
social firms. For example, ‘Cleanable’, is a Melbourne based cleaning 
company that employs people with lived experience of mental illness. ‘Test-
IT’, is a software testing company that employs people with Asperger’s 
syndrome, and ‘Cafe Connex’, is a South Australian social enterprise coffee 
shop, that provides a supportive space for people with barriers to 
employment (Social Firms Australia, 2016).  
   A weakness of social firms is that as with any new business, 
establishment requires substantial risk, time and energy. In the case of this 
Clubhouse however, with its pre-established building, capital and 
government grants, integrating a social firm franchise alongside existing 
programs could potentially provide a new funding stream that would benefit 
long term sustainability. There is precedence for such integration, in New 
York the original Clubhouse, Fountain House, has operated a thrift shop as 
part of its model (Warner & Mandiberg, 2006).  
   Introducing a social firm alongside other programs would not only 
increase the financial sustainability of the Clubhouse but would require any 
members involved in its activity to engage with businesses and other 
community groups outside the Clubhouse. The partnership building 
required in this sort of venture would provide further opportunities for the 
Clubhouse to broaden its role in advocacy and education regarding the 
recovery needs of members in wider society. Exposing members to the day 
to day stressors of business relationships is also likely to present both 
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challenges and opportunities for learning and building resilience. Such 
interactions may also provide members with the chance to build 
relationships that may lead to other employment options. 
9.6.2 Promote recovery principles in documentation 
Recent research by Hungerford and colleagues (2016) has highlighted the 
importance of improving the consistency of recovery-oriented practice 
across clinical and not for profit mental health organisations. The findings of 
the documentation review outlined in chapter 6 suggest that service 
documentation may have potential to play a useful role in promoting such 
consistency. Strong representation of recovery principles in Clubhouse 
documentation provided an expression of organisational commitment to 
recovery focused practice (Le Boutillier et al., 2011) which was then 
reflected in the behaviours and attitudes of staff and members. 
   While representing core principles in documentation is generally useful 
for promoting quality and consistency, organisational practice is linked to 
levels of motivation among people responsible to turn principles into action 
(Prior, 2008). Farkas et al (2005) contend that for documents to positively 
influence recovery-oriented practice they need to be designed so they not 
only guide the work of staff, but also to promote access and familiarity 
among consumers. This was the case in the documentation of this 
Clubhouse, which not only clearly promoted recovery principles, but 
involved Clubhouse members in authorship and content development. 
Such collaboration promoted interest and the likely influence of the 
documents.  
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9.6.3 Adopt a flexible approach to accreditation standards  
Another implication of the study findings was that the Clubhouse should 
consider lobbying for an application of the international Clubhouse 
accreditation process that takes local context into account. This is likely to 
promote motivation among members and staff to think creatively about how 
this local Australian Clubhouse might be improved into the future. For 
example, ideas might include adapting more Australian language to 
describe activities such as the ‘work ordered day’ and the incorporation of 
programs that enable members to earn money from their work within the 
Clubhouse. Staff comments reported in chapter 7 implied that the current 
lack of flexibility in the Clubhouse accreditation process risked diminishing 
such ideas and instead incentivised maintaining status quo within the 
Clubhouse in order to maintain accreditation.  
   How best to flexibly adapt recovery-oriented practice to cultural 
context is not only a challenge the Clubhouse model is facing in Australia, 
but in multiple continents and cultures (Wang & Lu, 2013). This challenge is 
not unique to the Clubhouse model however; it is likely to test the concept 
of personal recovery more broadly. Slade and colleagues (2015) observe 
that the individualistic nature of current conceptualisations of personal 
recovery may need to be creatively adapted in different cultural contexts. 
For example, in some cultures the concept of group think is not a negative 
concern. A study by Laratta (2013) that compared Clubhouses in Japan, 
Italy and the United States found Clubhouse members in Japan often 
tended to adopt group think in order to negotiate conflict. In the Japanese 
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context, similar to several other countries, such a tendency was explained 
by a strong cultural value on collectivism (Laratta, 2013).  
   Matsui and Meeuwisse’s (2013) research in Clubhouses in  Sweden 
and Japan have coined the term ‘glocalisation’ to refer to the need for 
accreditation standards that allow for flexible adjustment to local cultural 
norms, while also supporting the importance of global quality monitoring. 
The researchers argue that allowing Clubhouses to adapt programs to fit 
welfare systems within local cultures would increase comfort and 
motivation among members and staff (Matsui & Meeuwisse, 2013). If the 
global interest and use of the Clubhouse model is to be maintained, 
Clubhouse accreditation, although currently recovery-oriented from a North 
American point of view, should be flexibly appropriated to Clubhouses in 
different contexts. 
9.6.4 Increase the evidence base of the Clubhouse 
The Clubhouse model has been running for over sixty years, and individual 
Clubhouses have been the focus of many qualitative studies which have 
described member and staff experiences and individual components of 
Clubhouses (Aquila, Malamud, Sweet, & Kelleher, 2006; Lipe et al., 2012; 
Schonebaum & Boyd, 2012). Compared to the amount of qualitative 
studies conducted, outcome focused research examining the impact of 
Clubhouse’s on variables such as rates of paid employment and hospital 
readmission has been limited (Killackey et al., 2006). This is often cited in 
studies that compare Clubhouses with employment rehabilitation programs 
(Drake, Bond, & Becker, 2012). A reason for this, may be that qualitative 
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approaches are required in order to adequately explore the complexity of 
Clubhouse communities. Nonetheless, governments and funding systems 
in the modern era generally require a range of both qualitative and 
quantitative data to justify ongoing funding (Bond et al., 2014).  
   Outcome research that could be undertaken to broaden the evidence 
base in this Clubhouse might include addressing questions like, how many 
Clubhouse members secure full time paid employment each year? How 
many part time? Once members secure paid employment, how long do 
they retain it? How do measures of autonomy and competence 
experienced by Clubhouse members compare with people who attend 
similar services? And, how does Clubhouse attendance effect rates of 
hospital admission and community mental health clinic use? Such 
information would complement qualitative studies like that undertaken in 
this thesis, broadening the evidence base of the Clubhouse’s recovery 
practices.  
   Additionally, the Clubhouse could also consider integrating programs 
that already have strong quantitative evidence alongside its existing 
programs. For example the supported employment program known as, 
Individual Placement and Support (IPS), already has a strong quantitative 
evidence base of over twenty randomised controlled trials (Drake & 
Whitley, 2014). There would be precedence for such integration. In Japan 
IPS has been added to other programs at a Clubhouse with positive results 
(Oshima, Sono, Bond, Nishio, & Ito, 2014). Such an approach would not 
require the Clubhouse to abandon any of its current programs, but would 
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broaden its quantitative evidence base. This may be helpful for securing 
future government and philanthropic funding (Drake & Whitley, 2014). 
9.7 Strengths of the study 
Adopting a case study design that utilised qualitative methods, facilitated 
investigation of recovery practices in a contextual and holistic way. This 
included how recovery was presented in documentation, how staff 
embodied recovery practices and how participants perceived recovery 
practices within the Clubhouse (Yin, 2009). Recovery-oriented practices 
were explored across all programs within the Clubhouse, utilising data from 
three sources, documentation, staff behaviour and the perspectives of 
Clubhouse members and staff. This contrasts with studies which have 
focused on individual components in Clubhouses, such as the employment 
or education programs (Lipe et al., 2012; Schonebaum & Boyd, 2012). By 
exploring recovery practices across all programs, this study contributed a 
holistic picture of the generalist nature of the Clubhouse. 
   The study provided new information about how recovery practices are 
embodied in the routine behaviours of staff within a Clubhouse (Le Boutillier 
et al., 2011) and described the perceptions of Clubhouse participants. This 
is important, because substantial research focused on the recovery 
experiences of people with mental illness, has highlighted the importance of 
exploring the perceptions of Clubhouse members and staff regarding 
recovery practices (Hancock, Bundy, Honey, James, & Tamsett, 2011; Le 
Boutillier et al., 2014; Sklar et al., 2013). 
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   SDT (Deci & Ryan, 2012) informed the study and the RPFS 
(Armstrong & Steffen, 2009) guided the documentation review and 
interviews. As outlined in 9.4 a qualitative research paradigm was adopted, 
which during phase two of the study, included two triangulation strategies. 
First triangulation of data collection techniques, enabled comparison of 
data from participant observation and interviews. Second, data source 
triangulation, was used to consider the perspectives of two different groups 
within the Clubhouse, staff and members. Exploring how recovery practices 
were implemented in these ways enabled phenomena to be viewed from a 
variety of perspectives, producing a more contextualised, theoretical, and 
rich study (Kuper et al., 2008). 
9.8 Limitations of the study 
While using qualitative methods within a single Clubhouse facilitated in 
depth exploration, it restricted the types of information collected and the 
potential generalisation of findings. The use of multiple case study design 
(Yin, 2009) might have enabled comparison of the Clubhouse involved in 
this study with other Clubhouses, or other types of psychosocial services, 
thereby enabling increased generalisation of findings.  
   Because the study involved a single Clubhouse, fieldwork was 
conducted with a relatively small group of participants. As such, 
participation in the study may have appealed more to people with a higher 
rate of participation, thereby influencing findings. There may also be 
variation in psychosocial Clubhouses located elsewhere across the world, 
due to local socioeconomic and cultural characteristics. This study did not 
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collect information regarding the clinical treatments or services that 
Clubhouse members were accessing outside the Clubhouse. While 
members who participated in interviews shared stories about their 
backgrounds with the researcher, this information was not the focus of the 
study and revealing such information may have compromised the 
confidentiality of the members involved, therefore details regarding 
member’s backgrounds were not included in study findings or discussion. 
Such information may have provided further insight regarding how the 
Clubhouse contributed as part of the wider recovery journey of its 
members. 
   Given the wide array of terms used to describe recovery concepts in 
mental health literature, another limitation was the restriction of recovery 
categories to those identified by the RPFS (Armstrong & Steffen, 2009). 
Despite the rigour of its development, as with any measurement tool the 
RPFS promoted certain fixed ideas about the recovery approach and may 
therefore have been missing aspects of recovery-oriented practice. In 
addition, the RPFS was originally developed as a service measurement 
scale and not as a tool to guide content analysis. Despite this, the RPFS 
categories did provide a useful guide for reducing collected data into 
understandable categories for comparison.  
   A limitation of using participant observation was that the researcher’s 
ability to collect data was limited to situations that they were present to 
experience (Silverman, 2013). For example, when the researcher was 
observing work in the kitchen there may have been interesting observations 
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to be made in the main hall or garden of the Clubhouse, that the researcher 
was unable to observe. Additionally, a variety of interesting events may 
have occurred on days of the week when the researcher was not present. 
The behaviour of members and staff may also have changed due to their 
consciousness regarding the researcher’s presence.  
   With reference to the use of interviews, another limitation was that the 
researcher did not engage in formalised member checking. This could have 
included secondary, follow up interviews with staff and member participants 
of the study to check study findings. While this process may have 
enhanced the credibility of the study, it was not feasible given the time 
constraints of conducting PhD research. Instead, the researcher engaged 
in informal member checking (Sandelowski, 1993) throughout the course of 
the study, seeking clarification from members and staff participants 
regarding their intentions and meanings during participant observation and 
interviews. This process guarded against missing points that the 
participants perceived as important. 
9.9 Final research reflections 
Three lessons learnt about recovery practices within the Clubhouse stood 
out as having potential to be useful in other mental health settings. First, 
the Clubhouse promoted implementation of recovery practices by heavily 
emphasising the two ideas of ‘collaboration’ and ‘participation’, more than 
other recovery principles (Chapter 6). This is relevant because research 
has highlighted a gap between recovery principles written in service 
documentation and the active translation of such principles into frontline 
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practices (Slade et al, 2014). One of the reasons for this nexus may be that 
so many different principles are used to describe recovery. Common 
principles include, respect, peer support, strengths based, holistic, 
connectedness, hope, optimism, identity, meaning, purpose empowerment, 
and many more (Tondora et al, 2014).  Faced with such a variety of 
principles, staff may become confused or overwhelmed about how to 
operationalise them. Following the Clubhouses example by choosing one 
or two principles to emphasise, may assist services to simplify the 
implementation of recovery oriented principles into achievable actions.   
   Secondly, appreciating the importance of providing an empowering 
social environment, may provide an alternative way of implementing 
recovery practices (Chapter 7). Many modern mental health services have 
a strong emphasis on models of care that deliver medical treatment and 
talk therapies. Such approaches commonly focus on diagnosing the type of 
illness people experience, administering medication and engaging them in 
psychotherapy, with view to assisting them towards recovery. The 
Clubhouse had an alternative approach, whereby staff avoided direct 
conversations about mental illness (Chapter 8). Instead, a social 
environment that encouraged member’s abilities and engaged them in work 
activities designed to restore self-efficacy was apparent (Chapter 7).    A 
large amount of research has indicated that unemployment is detrimental to 
mental health (Harvey et al, 2013), and work is one of the most powerful 
forces in recovery (Warner, 2010). For some services it may be worthwhile 
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reallocating some resources away from treatment and talk models, and 
focusing instead on abilities and activities. 
   Thirdly, instead of focussing on managing risk, the Clubhouse 
encouraged members to engage in positive risk taking by supporting their 
autonomy (Chapter 8). Research has highlighted the difficulty of 
implementing recovery oriented practice if services focus too much on 
managing risk associated with mental illness (Tondora et al, 2014; Slade et 
al, 2015). In fact, recovery cannot occur without risk, because anytime a 
person seeks to improve their health, they take risks. These risks may be 
relatively small, such as agreeing to take a new medication that might have 
negative side effects but can easily be ceased. Or they may be larger risks 
such as agreeing to undergo a surgical procedure that may result in injury 
or death. The Clubhouse provided an example to other services of how 
focussing on autonomy support, can be used to manage the inevitable 
tension between mental health, risk and recovery. 
   When I began this study I had little awareness of the depth of analysis 
that the topic would require. During the course of the thesis I have been 
drawn into deep reflection about the nature of recovery, relationships and 
community. As a nurse practitioner in the specialty area of mental health, I 
have spent much of the past twenty years working in clinical environments 
that tended to view mental illness as an individual health condition in need 
of treatment. Strikingly, the Clubhouse did not seek to treat or cure its 
members, instead it sought to accept and partner with them on their 
recovery journeys. 
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   While it is well known that people with a history of mental illness often 
experience social isolation, lack the social supports, stigma and poor 
access to employment, the idea that they are in danger of becoming 
‘service dependent’ is also common. The concept of dependency among 
members within the Clubhouse was interesting, because it caused me to 
reflect on my own reliance on family, friends, key services and institutions. 
On reflection I realised that much of my ability to negotiate the challenges 
of my social environment has relied on relationships with others. For 
example, gaining employment, accessing rental accommodation or 
applying for a bank loan, often requires character references or 
professional referee support. Also, during experience of personal hardship, 
reliance on family and friends has been invaluable. That said we may all be 
far less independent than we sometimes imagine.  
   Spending four years studying and writing about the implementation of 
recovery-oriented practices within the Clubhouse challenged my 
assumptions about the nature of recovery as being something that 
necessarily includes reintegration into mainstream society. The study 
highlighted that recovery-oriented practice is not only about clinical 
treatment, promoting normalisation and the pursuit of independence. 
Findings emphasised the importance of providing a social environment and 
autonomy support, where people with lived experience of mental illness can 
work together, towards recovery. The nexus between individual and social 
expectations regarding the experience of mental health recovery is a 
research area I hope to continue to explore. 
120 
 
 
9.10 Future research directions 
Recent discussion with the Clubhouse has explored a number of potential 
future research directions. These include working to broaden the 
Clubhouses evidence base by examining some of the quantitative 
outcomes outlined in 9.3.3 above. Such ideas may be the focus of a grant 
application in future. Another topic that emerged from reflection on the 
notion of service dependence, was the question of what Clubhouse 
members provide to other people, inside and outside the Clubhouse.  
   People with mental illness are often written about and studied with 
reference to what they ‘need’ and how they can be ‘supported’, however 
the researcher and the Clubhouse director agreed that members of the 
Clubhouse also provide a tremendous amount to others. This may occur in 
tangible ways, through work activity in the Clubhouse, or it may be 
intangible, through friendship and support to people both inside and outside 
the Clubhouse. Future research may include investigation of what 
members provide to members and staff within the Clubhouse and to family, 
friends and acquaintances outside the Clubhouse.  
   Finally, as noted above in section 9.5.4, study findings resonated 
strongly with the core principles of self-determination theory (SDT), 
including autonomy, competency and relatedness.  Given the absence of 
an explanatory theoretical model for psychosocial Clubhouses, further 
exploration regarding the feasibility of SDT for this purpose may also be a 
productive area for future research. 
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9.11 Conclusion 
The concept of personal recovery, emphasises the importance of enabling 
people with lived experience of mental illness to pursuit a satisfying life, 
irrespective of symptoms. Promotion of this idea has become a common 
element of government mental health policies worldwide. Despite this, 
there has been an evidence gap regarding how practices that facilitate 
personal recovery are operationalised within individual services. In this 
context, this case study analysis of how recovery-oriented practices are 
implemented within a psychosocial Clubhouse, has made an important 
contribution to research. 
   This case study has demonstrated that an Australian Clubhouse 
implements recovery-oriented practice by using its documentation, social 
environment and autonomy support to assist people with a history of 
mental illness, as they work towards recovery together. The study has been 
timely, because the concept of recovery is generating significant interest in 
the field of mental health, especially with reference to consumer centred 
initiatives like psychosocial Clubhouses. Findings contribute constructive 
information for the ongoing development of the Clubhouse involved and 
supply evidence regarding the utility of self-determination theory in 
recovery focused research. The study also provides valuable insights for 
other mental health services interested in developing recovery-oriented 
practice.   
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APPENDICES 
 
Appendix 1 Ethics approval for documentation review 
Locked Bag 1797 
Penrith NSW 2751 Australia 
Office of Research Services 
ORS Reference: H10375 13/012108 
HUMAN RESEARCH ETHICS COMMITTEE 
13 September 2013 
Associate Professor Michelle Cleary, 
School of Nursing and Midwifery 
Dear Michelle, 
I wish to formally advise you that the Human Research Ethics Committee has approved your 
research proposal H10375, “A review of recovery orientated practices within a Clubhouse psychiatric 
rehabilitation service”, until 1 October 2015 with the provision of a progress report annually and a 
final report on completion. Please quote the project number and title as indicated above on all 
correspondence related to this project. 
This protocol covers the following researchers: Michelle Cleary, Catherine Hungerford, Virginia 
Schmied, and Toby Raeburn. 
 
Yours sincerely 
Executive Officer 
On behalf of UWS Human Research Ethics Committee 
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Appendix 2 Ethics approval for fieldwork 
Locked Bag 1797, Penrith NSW 2751 Australia Office of Research Services 
ORS Reference: H10711 
HUMAN RESEARCH ETHICS COMMITTEE 
1 September 2014 
Associate Professor Michelle Cleary  
School of Nursing and Midwifery 
Dear Michelle, 
I wish to formally advise you that the Human Research Ethics Committee has approved your 
research proposal H10711, “A case study of recovery practices at a Clubhouse psychosocial 
rehabilitation service “, until 1 July 2016 with the provision of a progress report annually if over 12 
months and a final report on completion. 
Conditions of Approval 
A progress report will be due annually on the anniversary of your approval date. A final report will be 
due at the expiration of your approval period as detailed in the approval letter. Any amendments to 
the project must be approved by the Human Research Ethics Committee prior to the project 
continuing. Amendments must be requested using the HREC Amendment Request Form. Any 
serious or unexpected adverse events on participants must be reported to the Human Ethics 
Committee as a matter of priority. Any unforeseen events that might affect continued ethical 
acceptability of the project should also be reported to the Committee as a matter of priority Consent 
forms are to be retained within the archives of the School or Research Institute and made available 
to the Committee upon request. Please quote the registration number and title as indicated above in 
the subject line on all future correspondence related to this project. All correspondence should be 
sent to the email address humanethics@uws.edu.au. This protocol covers the following researchers: 
Michelle Cleary, Catherine Hungerford, Virginia Schmied, and Toby Raeburn. 
Yours sincerely, 
 
 
Professor Elizabeth Deane Presiding Member, Human Researcher Ethics Committee 
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Appendix 3 Institutional consent for documentation review 
Project Title:  A documentation review of recovery-oriented practices within a Clubhouse psychiatric 
rehabilitation service. 
On behalf of Pioneer Clubhouse, I ………………………… (Clubhouse Director), hereby provide 
institutional consent for Clubhouse documents to be reviewed in the research project titled, ' A 
documentation review of recovery-oriented practices within a Clubhouse psychiatric rehabilitation 
service’. I acknowledge that I have read the study information sheet and have been given the 
opportunity to discuss the information and this organisations involvement in the project. The 
procedures required for the project and the time involved have been explained to me by Toby 
Raeburn, and any questions I have about the project have been answered to my satisfaction. I agree 
to allow the researcher to conduct relevant document reviews (none of which will contain any 
personal information). I understand that the involvement information gained through the study may 
be published but that no information revealing the identity individuals will be disclosed. 
Signed: 
Name: 
Date: 
Return Address: 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The UWS approval number is: H10375. If you have any complaints or reservations about 
the ethical conduct of this research, you may contact the UWS Ethics Committee through the Office 
of Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome. 
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Appendix 4 Study information sheet 
Study title: A documentation review of recovery-oriented practices within a Clubhouse 
psychiatric rehabilitation service. 
Introduction 
Pioneer Clubhouse is invited to take part in a research project studying the documentation of a 
Clubhouse. Documentation review is planned over a 2-month period during which documentation 
(none containing personal information) of the Clubhouse will be reviewed.  
Who is conducting the study? 
The study is being conducted by Toby Raeburn, PhD research student and nurse practitioner from 
the School of Nursing & Midwifery, University of Western Sydney. Toby’s work will be supervised by:  
1) Associate Professor Michelle Cleary, Alice Lee Centre for Nursing Studies, Yong Loo Lin School 
of Medicine, National University of Singapore, Singapore. 
2) Professor Virginia Schmied, School of Nursing & Midwifery, University of Western Sydney. 
3) Assistant Professor Catherine Hungerford, Faculty of Health, University of Canberra, Australian 
Capital Territory, Australia. 
What is involved? 
If you agree to provide institutional consent for this study, it will involve allowing Toby Raeburn to 
review files and documentation held inside the Clubhouse and documentation about the Clubhouse 
that is in the public domain. No documentation that contains personal information will be included.   
Will anyone else know the results? How will the results be disseminated? 
Information gained during the study will be published but because there is no personal information 
being reviewed there are no individual participants. Your decision to accept or decline provision of 
institutional consent for the research to be conducted is completely voluntary.  
How long will the study take? 
Toby Raeburn will conduct the documentation review at the Clubhouse over a 2-month period. The 
study is University PhD research that will take approximately 3 years to complete.   
Will the study benefit me? 
While we intend that this study furthers healthcare knowledge in the future, it may not be of direct 
benefit to individual participants.  
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Will the study involve any discomfort for me? 
No 
How is this study being paid for? 
The study is being supported by Higher Degree Research funds provided by the School of Nursing & 
Midwifery at the University of Western Sydney. 
Can I withdraw from the study? 
Yes, participation in the study is entirely voluntary so the Clubhouse is not obliged to be involved and 
if you do provide initial consent this may be withdrawn at any time in the future without giving any 
reason and without any consequences. 
What if I require further information? 
When you have read this information, Toby Raeburn will discuss it with you further and answer any 
questions you may have. He can be contact by mobile on 0407608066, or via email 
16473430@student.uws.edu.au.  
If you would like to know more at any phase, please feel free to contact Associate Professor Michelle 
Cleary, Alice Lee Centre for Nursing Studies, Yong Loo Lin School of Medicine, National University 
of Singapore, Level 2, Clinical Research Centre, Block MD11, 10 Medical Drive, Singapore 117597. 
DID: (65) 6601 1764E-mail michelle_cleary@nuhs.edu.sg 
What if I have a complaint? 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The Approval number is H10375. If you have any complaints or reservations about the 
ethical conduct of this research, you may contact the UWS Ethics Committee through the Office of 
Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome. If you agree to participate in this study, you may be asked 
to sign the Institutional Consent Form.  
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Appendix 5 Permission to use the RPFS 
On 10/11/12 at 11:45 PM, toby@roamcommunities.org.au> wrote:  
Dear Dr Armstrong, my name is Toby Raeburn, I am a PHD student at the University of Western 
Sydney researching the effectiveness of the Clubhouse model as a recovery-oriented mental health 
service in the Australian context. As part of my research could I please seek your permission to 
utilise the Recovery Promotion Fidelity Scale (RPFS) which I understand you developed?  
Kind regards,  
Toby Raeburn 
From: Nikki Armstrong nikki@hawaii.edu Sent: Tuesday, 13 November 2012 6:24 AM To: Toby 
Raeburn Cc: John Steffen 
Subject: Re: Permission to use the Recovery Promotion Fidelity Scale (RPFS)? 
Attachments: Recovery Promotion Fidelity Scale Administration Manual June 2007.pdf 
Toby, My apologies for the delay. Thank you for your interest in our recovery measure. Yes, please 
feel free to use RPFS. I have attached an administration manual that we drafted as part of the RPFS 
development. Unfortunately, due to Hawaii state budgetary issues, the RPFS has yet to be piloted in 
Hawaii. We would be interested in learning more about your utilisation of the scale and your findings. 
 
Best wishes, Nikki 
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Appendix 6 Institutional consent for fieldwork 
Project Title: A case study of recovery practices at a Clubhouse psychosocial rehabilitation service. 
On behalf of Pioneer Clubhouse, I ……………………….. (Clubhouse Director), hereby provide 
institutional consent for Clubhouse staff and members to participate in the research project titled, 'A 
case study of recovery-oriented practices at a Clubhouse psychosocial rehabilitation service'. 
I acknowledge that I have read the participant information sheets and have been given the 
opportunity to discuss the information and my involvement in the project with Toby Raeburn. The 
procedures required for the project and the time involved have been explained to me, and any 
questions I have about the project have been answered to my satisfaction. I agree to allow Toby 
Raeburn to conduct participant observation of staff and conduct a series of interviews with staff and 
members (each of whom will provide individual informed consent). I understand that involvement by 
all participants will be confidential and that the information gained during the study may be published 
but that no information revealing the identity of participants will be disclosed. 
Signed:                                                         Date: 
Name:                                                            
Return Address: 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The UWS approval number is: H10711. If you have any complaints or reservations about 
the ethical conduct of this research, you may contact the UWS Ethics Committee through the Office 
of Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. 
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Appendix 7 Staff participation information sheet 
Study title: A case study of recovery practices at a Clubhouse psychosocial rehabilitation service. 
Introduction 
You are invited to take part in a research project studying how a Clubhouse implements practices 
that assist mental health recovery. Fieldwork is planned over a 3-4 month period during which the 
culture the Clubhouse will be explored.  
Who is conducting the study? 
The study is being conducted by Toby Raeburn, doctoral student and nurse practitioner from the 
School of Nursing & Midwifery, University of Western Sydney. Toby’s work will be supervised by:  
1) Michelle Cleary, Associate Professor, School of Nursing and Midwifery, University of Western 
Sydney, NSW, Australia. 
2) Virginia Schmied, Professor, School of Nursing and Midwifery, University of Western Sydney, 
NSW, Australia. 
3) Catherine Hungerford, Associate Professor, Nursing, Faculty of Health, University of Canberra, 
Australian Capital Territory, Australia. 
What is involved? 
If you agree to participate in this study, at times it may involve Toby Raeburn observing the work that 
you do and how you assist people towards recovery. There is also opportunity to participate in an 
individual interview. Participation in the interview will mean talking with Toby Raeburn in a digitally 
recorded interview that may take approximately 40 minutes to 1 hour. Also, if you agree to participate 
in the interview component of this study, you may be invited to discuss some aspects of care 
observed during the fieldwork observations.  
Will anyone else know the results? How will the results be disseminated? 
Information gained during the study will be disseminated so will not be confidential however no 
personal information will be used in any way that reveals the identity of participants. Your decision to 
accept or decline participation in the study is completely voluntary and knowledge of your 
participation will be transparent to other participants of the Clubhouse.  
How long will the study take? 
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Toby Raeburn will collect data from the Clubhouse over a 3-4 month period. The study is PhD 
research that will take approximately 4 years to complete.   
Will the study benefit me? 
While we intend that this study furthers healthcare knowledge in the future, it may not be of direct 
benefit to individual participants.  
Will the study involve any discomfort for me? 
No 
How is this study being paid for? 
The study is being supported by Higher Degree Research funds provided by the School of Nursing & 
Midwifery at the University of Western Sydney. 
Has the study been approved by service management? 
This study has been approved by administration of Pioneer Clubhouse.  
Can I withdraw from the study? 
Yes, participation in the study is entirely voluntary so you are not obliged to be involved and if you do 
participate - you can withdraw at any time without giving any reason and without any consequences. 
What if I require further information? 
When you have read this information, Toby Raeburn will discuss it with you further and answer any 
questions you may have he can be contact by mobile on 0407608066, via email to 
16473430@student.uws.edu.au.  
If you would like to know more at any phase, please feel free to contact Associate Professor Michelle 
Cleary, Associate Professor, School of Nursing and Midwifery, University of Western Sydney, NSW, 
Australia. Email: m.cleary@uws.edu.au 
What if I have a complaint? 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The Approval number is H10711 If you have any complaints or reservations about the 
ethical conduct of this research, you may contact the UWS Ethics Committee through the Office of 
Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome. If you agree to participate in this study, you may be asked 
to sign the Participant Consent Form. 
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Appendix 8 Member participant information sheet 
Study title: A case study of recovery practices at a Clubhouse psychosocial rehabilitation service. 
Introduction 
You are invited to take part in a research study exploring how a Clubhouse implements practices that 
assist mental health recovery. Fieldwork is planned over a 3-4-month period during which recovery 
practices in the Clubhouse will be observed.  
Who is conducting the study? 
The study is being conducted by Toby Raeburn, doctoral student and nurse practitioner from the 
School of Nursing & Midwifery, University of Western Sydney. Toby’s work will be supervised by:  
1. Michelle Cleary, Associate Professor, School of Nursing and Midwifery, University of Western 
Sydney, NSW, Australia. 
2. Virginia Schmied, Professor, School of Nursing and Midwifery, University of Western Sydney, 
NSW, Australia. 
3. Catherine Hungerford, Associate Professor, Nursing, Faculty of Health, University of Canberra, 
Australian Capital Territory, Australia. 
What is involved? 
If you agree to participate in this study, there is opportunity to participate in an individual interview. 
Participation in the interview will mean talking with Toby Raeburn in a digitally recorded interview that 
may take approximately 40 minutes to 1 hour for each interview, at a time convenient to you. Also, if 
you agree to participate in the interview component of this study you may also be invited to discuss 
some aspects of care observed during the fieldwork observations.  
Will anyone else know the results? How will the results be disseminated? 
Information gained during the study will be disseminated so will not be confidential however no 
personal information will be used in any way that reveals the identity of participants. Your decision to 
accept or decline participation in the study is completely voluntary and knowledge of your 
participation will be transparent to other participants of the Clubhouse.  
How long will the study take? 
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Toby Raeburn will collect data from the Clubhouse over a 3-4 month period. The study is PhD 
research that will take approximately 3 years to complete.   
Will the study benefit me? 
While we intend that this study furthers healthcare knowledge in the future, it may not be of direct 
benefit to individual participants.  
Will the study involve any discomfort for me? No 
How is this study being paid for? 
The study is being supported by Higher Degree Research funds provided by the School of Nursing & 
Midwifery at the University of Western Sydney. 
Has the study been approved by service management? 
This study has been approved by administration of Pioneer Clubhouse.  
Can I withdraw from the study? 
Yes, participation in the study is entirely voluntary so you are not obliged to be involved and if you do 
participate - you can withdraw at any time without giving any reason and without any consequences. 
Can I tell other people about the study? 
Yes, you can tell other people about the study by providing them with the chief researcher's contact 
details. They can contact the chief investigator to discuss their participation in the research project 
and obtain an information sheet. 
What if I require further information? 
When you have read this information, Toby Raeburn will discuss it with you further and answer any 
questions you may have he can be contact by mobile on 0407608066, via email to 
16473430@student.uws.edu.au. If you would like to know more at any phase, please feel free to 
contact Associate Professor Michelle Cleary, Associate Professor, School of Nursing and Midwifery, 
University of Western Sydney, NSW, Australia. Email: m.cleary@uws.edu.au 
What if I have a complaint? 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The UWS Approval number is H10711 If you have any complaints or reservations about 
the ethical conduct of this research, you may contact the UWS Ethics Committee through the Office 
of Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome.  
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Appendix 9 Staff participant observation consent form 
Project Title: A case study of recovery practices at a Clubhouse psychosocial rehabilitation service. 
I …………………………………………………………………………………., consent to participate in 
the research project titled, 'A case study of recovery practices at a Clubhouse psychosocial 
rehabilitation service'. 
I acknowledge that:  
• I have read the participant information sheet or have had it read to me and have been given the 
opportunity to discuss the information and my involvement in the project with Toby Raeburn. 
The procedures required for the project and the time involved have been explained to me, and any 
questions I have about the project have been answered to my satisfaction. 
I consent to involvement in participant observation which will involve Toby Raeburn observing my 
day to day work. 
• I understand that my involvement in the study will be transparent to other participants of the 
Clubhouse and that the information gained during the study may be published but no information 
about me will be used in any way that reveals my identity. 
• I understand that I can withdraw from the study at any time, without affecting my relationship with 
Toby Raeburn, The University of Western Sydney or Pioneer Clubhouse now or in the future. 
Signed: 
Name: 
Date: 
Return Address: 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The UWS Approval number is: H10711. If you have any complaints or reservations 
about the ethical conduct of this research, you may contact the UWS Ethics Committee through the 
Office of Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome. 
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Appendix 10 Interview participant consent form 
Project Title: A case study of recovery practices at a Clubhouse psychosocial rehabilitation service. 
I,………………………………………………………......................................., consent to participate in 
the research project titled, 'A case study of recovery practices at a Clubhouse psychosocial 
rehabilitation service'. 
I acknowledge that:  
• I have read the participant information sheet or have had it read to me and have been given the 
opportunity to discuss the information and my involvement in the project with Toby Raeburn. 
• The procedures required for the project and the time involved have been explained to me, and any 
questions I have about the project have been answered to my satisfaction. 
• I consent to involvement in an interview which will be digitally recorded by Toby Raeburn for 
verbatim transcription and thematic analysis.  
• I understand that my involvement is confidential and that the information gained during the study 
may be published but no information about me will be used in any way that reveals my identity. 
I understand that I can withdraw from the study at any time, without affecting my relationship with 
Toby Raeburn, The University of Western Sydney or Pioneer Clubhouse now or in the future. 
Signed: 
Name: 
Date: 
Return Address: 
This study has been approved by the University of Western Sydney Human Research Ethics 
Committee. The UWS Approval number is: H10711. If you have any complaints or reservations 
about the ethical conduct of this research, you may contact the UWS Ethics Committee through the 
Office of Research Services on Tel +61 2 4736 0229 Fax +61 2 4736 0013 or email 
humanethics@uws.edu.au. Any issues you raise will be treated in confidence and investigated fully, 
and you will be informed of the outcome. 
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Appendix 11 Clubhouse director interview 
1. Could you briefly describe the service’s philosophy on mental health care? 
2. What is the goal of your service? 
3. How do you define recovery? 
4. What are some of the key principles of recovery? 
5. How do those principles work together with clinical treatment? 
6. Does your service assess consumer satisfaction regularly?   Example: frequency, who, how? 
7. Does your service have a systematic method for tracking satisfaction data so that comparisons 
can be made over time? [If yes] Example: How? (Computerised vs. chart only), Frequency? Who 
collects/analyses data? 
8. Are reports written summarising the satisfaction data?  Example: frequency? Who writes the 
reports? With who are the reports shared?  
9. Have the satisfaction data impacted any of your operations, such as how your services are 
provided or what services you offer? Examples? 
10. Does your service obtain ongoing feedback from consumers using a suggestion box or some 
comparable system? [If yes] Please describe the process? Example: How? Frequency of review? 
11. How is consumer anonymity maintained? 
12. Does your service have an established committee/person(s) responsible for following up or 
acting on suggestions once they have been reviewed? [If yes] Example: How? Who? Frequency? 
13. Are reports written regarding the suggestions? [If yes] Example: Content of report? (i.e., are 
recommendations for action, as well as status of proposed actions, included in the report?), 
Frequency? Who is responsible for writing the reports? With who are the reports shared? 
14. Have the suggestions impacted how your services are provided? For example? 
15. How many consumers are on each of the service’s committees? 
16. Please describe the roles of committee members? 
17. Are there any service committees that have no consumer representation? [If yes] Why? 
18. Does the service have any committee on which a consumer is the chairperson? 
19. Please describe your service’s procedures/standard practices for recruiting new employees and 
volunteers? 
154 
 
 
20. When consumers are hired, do they receive the same pay and benefits as non-consumer 
employees at comparable positions? (If no) Why is this so? 
21. When consumers are hired, does the service have a system for supporting/nurturing/mentoring 
them in their positions? (If so) Please describe? 
22. Does your service have any consumer advocates on staff?” (If yes) Example: How many? Full-
time vs. part-time? Hours worked per week? 
23. How many of the service’s advocates are identified consumers (current or former) of mental 
health services? 
24. Please describe the process of developing a recovery/treatment plan. What are the critical 
components of a typical recovery plan (i.e., what areas are addressed in the plan) and how are they 
documented? 
25. Do consumer-providers participate as consumers on recovery/treatment teams? (If yes) 
Example: Mandatory or optional? How many on each team, what is their role? 
26. Does your service have an established team/committee that is in charge of reviewing the 
integration of recovery principles into your services/practices? (If yes) Example: Who? How? And 
When? 
27. Does your service have a systematic method for tracking outcome data? (If yes) Example: How? 
(Computerised vs. chart only), frequency, type of outcome variables, who collects data. 
28. Do you use any checklists/scales to monitor client outcome (e.g., Recovery Attitudes 
Questionnaire)? 
29. What do you do with the outcome data? Do your practitioners review the data on a regular basis? 
(If yes) How is the review done (e.g., cumulative graph or report)? 
30. Have the outcome data impacted how your services are provided? Example? 
31. Do you provide new staff, including practitioners, with formalised training on recovery? (If yes) 
Example: Mandatory or optional? Length? Frequency? Content? Group or individual format? Who 
trains? 
32. Do existing service staff consumers receive refresher trainings? (If yes) Example. 
33. Do you provide new consumers with formal training on the mental health recovery philosophy? If 
yes) Example: who trains, mandatory or optional, length, frequency, content, group or individual 
format. 
34. Do consumers already consumers of the service receive refresher trainings? (If yes) Example 
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Appendix 12 Clubhouse staff interview 
1. Could you briefly describe the service’s philosophy on mental health care? 
2. What is the goal of your service? 
3. How do you define recovery? 
4. What are some of the key principles of recovery? 
5. How do those principles work together with clinical treatment? 
6. Does your service assess consumer satisfaction regularly? (If yes) Example: Frequency? Who? 
How (Use of scales or other)? 
7. Does your service have a systematic method for tracking satisfaction data so that comparisons 
can be made over time? (If yes) Example: How (computerised vs. chart only)? Frequency? Who 
collects/analyses data? 
8. Are reports written summarising the satisfaction data? (If yes) Example: Frequency? Who writes 
the reports? With who are the reports shared? 
9. Have the satisfaction data impacted any of your operations, such as how your services are 
provided or what services you offer? For example? 
10. Does your service obtain ongoing feedback from consumers using a suggestion box or some 
comparable system? (If yes) Please describe the process? Example: How? Frequency of review? 
Who reviews? 
11. How is consumer anonymity maintained? 
12. Does your service have an established committee/person(s) responsible for following up or 
acting on suggestions once they have been reviewed? (If yes) Example How? Who? Frequency? 
13. Are reports written regarding the suggestions? (If yes) Example: Content of report (i.e., are 
recommendations for action, as well as status of proposed actions, included in the report?) 
Frequency? Who is responsible for writing the reports? With who are the reports shared? 
14. Have the suggestions impacted how your services are provided? For example? 
15. How long have you been employed by this service? 
16. How did you come to apply for your current position? 
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17. Have you ever had a service support person(s) or mentor that is available to assist you with 
questions and concerns about your job responsibilities? (If yes) Example: Who? Availability? 
Frequency of utilisation by staff member?  
18. Ask the staff member to go over a sample recovery plan (from 1 of the charts you reviewed). 
19. How do you come up with consumer goals? Listen for consumer involvement and 
individualisation of goals. 
20. How often do you review the recovery plan? 
21. Please describe your role as a recovery team staff member? (Probe for details if needed.) 
22. Do consumer-providers participate as consumers on recovery/treatment teams? (If yes) 
Example: Mandatory or optional? How many on each team? What is their role? 
23. Does your service have an established team/committee that is in charge of reviewing the 
integration of recovery principles into your services/practices? [If yes] Example: Who, How, and 
When? 
24. Does your service have a systematic method for tracking outcome data? (If yes) Example: How? 
(Computerised vs. chart only), Frequency? Type of outcome variables? Who collects data? 
25. Do you use any checklists/scales to monitor client outcome? (e.g., Recovery Attitudes 
Questionnaire) 
26. What do you do with the outcome data? Do your practitioners review the data on a regular basis? 
(If yes) How is the review done? (e.g., cumulative graph; report) 
27. Have the outcome data impacted how your services are provided? For example? 
28. Please describe the tasks and responsibilities of the quality assurance committee? Example: 
Purpose? Who? How? And When? 
29. How do you utilise your reviews to improve the service’s services/practices?  
30. When you first started at this service, did you receive a systematic/formal training on the mental 
health recovery philosophy? (If yes) Example: Mandatory or optional? Length? Frequency? Content? 
Group or individual format? Who provided training? 
31. Do you receive refresher trainings?” (If yes) Example 
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Appendix 13 Clubhouse member interview 
1. How long have you been attending this service? 
2. Have you ever received a survey from the service/practitioner asking you about how satisfied you 
are with your mental health services? (If yes) Example: frequency, how (delivery, completion, and 
return process) who? 
3. Does the service have a suggestion box or some comparable system by which you can make 
suggestions about the service? Please describe how the system works? 
4. Do you feel that you are able to use the system anonymously?   
5. Have you ever used the suggestion system? (If yes) How many times? Was your anonymity 
maintained? 
6. Have you ever received written information from the service addressing the suggestions you or 
others have made? (If yes) Please describe? 
7. Do you serve on any of this service’s committees? (If yes) On which committee do you serve? 
Please describe your role on the committee?  
8. What are your goals in this service? How did you set these goals? 
9. Could you tell me about how this service is helping you meet your goals? 
10. Do you and staff together review your progress toward achieving your goals? (If yes) How often? 
Please describe the review process? 
11. Are there any consumer-providers involved in your recovery/treatment planning, or on your 
recovery team? (If yes) How many? In what way? 
12. Have you received training on mental health recovery? (If yes) What kinds of things did you 
discuss or learn about? How often do you receive that kind of training? 
 
